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SPECIAL OFFER FOR NURSES 


New, therapeutically 
effective 


ai iii cleanse pac 


(incidentally, pronounced ‘‘foam'’) 





pli 


for better skin hygiene 


“4 more rapid improvement in skin tone, 
appearance and healing rate was achieved 
in 84.4%, of the patients.” 


Kice, Janith S.: 
Clin. Med. J 71213, Sept. 1958 


pHoam cleanse pace is a soapless cake, contained 
in a long-lasting, sponge-like applicator that cleanses 
and stimulates the skin without irritating. It elimi- 
nates blackheads and oily plugs, promotes healing 


of pimples. Cumulatively antiseptic and deodorant. 


YELLOW cakes and applicator are highly effective in 
acne, seborrhea and excessive oiliness—medicated 


with sulfur. salicylic acid and bithionol U.S.P. 


PINK cakes and applicator give new tone and vitality 
to youthful and aging skin—are helpful in dry and 


scaly conditions. 





SAVE $1.00 Send only $1.25 
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To: DOAK PHARMACAL CO., INC., c/o Nursing World 
480 Lexington Ave., New York 17, N.Y. 
Enclosed $1.25 
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Form a Group. 


SAVE Up to $2.00 each 


The larger the group the bigger the savings. Present Nursing 
World subscribers may participate in or form a group with colleagues 
and other nurses. Still active subscriptions are automatically ex- 


Regular subscription prices are $3.50 
for | yr. in U. S.A. 


tended one year. 


%& Start a Group—or join a Group today! Not only will each sub- 
scriber save—as much as 40°/, of our regular subscription price 
where groups of 6 or more are formed—but in addition, every sub- 
scriber will find the investment justified because of the fine, timely 
and exclusive articles which will appear in future issues. 
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Group Orders to obtain the special money-saving low rate. ra 
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IN THIS ISSUE © Ving World 


COVER: Katherine Novobliski, a student 
from St. Joseph’s School of Nursing, is 
the Story Lady Nurse for Monica Bullock 
and Lao and Dina Farkas (left to right) 
in the occ upational therapy division play- 
room of Children’s Hospital, Washing- 
ton, D.C. All the pictures illustrating “The 
Story Lady Nurse” (page 15) were taken 
at the 225-bed nonprofit hospital. 





RECREATION 
for the hospitalized child 


In “Guides for Public Health 
Nurses” (page 8), Frances Orgain, 
R.N., and Lee Fuller, R.N., ex- 
plain how some psychiatric nurs- 
ing principles prove helpful in 
public health nursing. Before as- 
suming her new position as as- 
sistant dean of Indiana University, 
School of Nursing, Miss Orgain 
had been educational director, 
Division of Public Health Nurs- 
ing, Indiana State Board of Health. A diploma graduate of the University 
of Tennessee School of Nursing, she received a B.S. in Public Health Nurs- 
ing and an M.A. in Teaching in Public Health Nursing and Health Educa- 
tion from Teachers College, Columbia University. Mr. Fuller, consultant in 
graduate nurse education for the Indiana Division of Mental Health, is also 
an assistant professor of psychiatric nursing at Indiana University. Mr. 
Fuller received his nursing diploma from McLean Hospital School of 
Nursing and holds B.S. and M.A. degrees from New York University. 





Frances Orgain Lee Fuller 


Florence Hickok, R.N., author of “How They Reor- 
ganized Their Guidance Program” (page 10), is now 
assistant director of nursing education at Middlesex 
Memorial. A graduate of Samaritan Hospital School 
of Nursing in Troy, N.Y., Miss Hickok received a 
B.S. in Nursing Education from Teachers College, 
Columbia University, and an M.S. in Education from 
Svracuse University. Before joining the staff at 
Middlesex, Miss Hickok had done tuberculosis nurs- 
: . ing for the Veterans Administration and State of 
Florence Hickok Connecticut. She has been a nursing arts instructor, 


director of nurses, and educational director. 





\ painful leg injury taught Margaret S. Taylor, 
R.N., how to help “The Patient on Crutches” (page 
26). Associate professor at the University of Cali- 
fornia School of Nursing in Berkeley, she is the 
university's representative on an advisory commit- 
tee concerned with establishing and evaluating an- 
nual two- or three-week workshops on rehabilita- 
tion nursing. During 30 years in nursing, Miss 
Tavlor has held positions in nursing service and on 
faculties of many schools of nursing and_ schools 
of public health. In 1951 she received a W.H.O. 


fellowship to study nursing and nursing education in South America. 





Margaret Taylor 


(continued on page 34) 





Please Note—“Teaching-Learning-Evaluation: One Gestalt,” which 
appeared in our September issue, was written by Eleanor Page 
Bowen, Ed.M., not Elizabeth Page Bowen. In her active nursing 
career, Miss Bowen was, for 10 vears, professor of nursing education 
at Boston University. 
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Nurse Is Pilot President 


Mi Mildred L. Bradshaw, directo 
service at Leigh Memorial 


rt nursing 

Hospital Norfolk Va was recently 
installed as president of Pilot Inter- 
itional, the classified service club for 
executive business and professional 
women, at the organization’s 37th an 


m in Philade Iphia Pa 


nual conventi 





Mildred L. Bradshaw 


Mrs. Bradshaw is president of the 
Practical Nurses Digest Publishing 
Compan rites a monthly column fot 
the Practical Nurses Digest, and is a 
member of the board of directors of 
the Child and Family Service, Norfolk 
Va. She past president of the 
National Association for Practical Nurse 
Education and the Virginia State 
Nurses Association. She is also a former 
member of the board of directors of the 


Southern Division of the 
Nurses’ Association 


American 


Student Joins Army 


Holl R Ri hards { 
Georgetown University, School of Nurs- 
ing, recently entered the U.S. Army 
Student Nurse Program as an officer 
candidate for the Army Nurse (¢ orps 


The program enables al girl enrolled 


jun1O1 at 


in an accredited nursit g school to serve 


is an officer candidate for one or two 


years while completing her studies. Al 
though technically a private in the 


6 





REPORTS 


Army, the student continues her nursing 
studies without wearing the Army uni- 
form or participating in military train- 
ing. She receives the pay of an Army 
enlisted woman. 

Once the officer 
her B.S. in Nursing and qualifies as a 
professional nurse through a state ex- 
she receives a reserve ap- 
pointment as second lieutenant in the 
Army Nurse Corps and is placed im- 
mediately on active duty. She spends 
two or three years on active duty, 
depending on the length of time she 
spent as an officer candidate 


candidate receives 


amination 


More Traineeship Funds 


Congress recently passed a bill which 
ld provide $6 million for graduate 
traineeships and $2,115,000 for 
public health traineeships. Originally, 


Congress had been asked to grant $3 


OUM 


nurse 


million for graduate nurses and $2 mil- 
lion for public health. 
The American Nurses’ 
presented urging $7 million 
and $5 million, respectively. Once 
President Eisenhower signs the bill, it 


t law 


Association 
testimony 


VW ill be come 


1.C.N. Supplement 


\ supplement to “An International 
List of Advanced Programmes in Nurs- 
published by The In- 


Nurses, is 


ing Education,” 


ternational Council of now 


available at 15 cents per copy. Both 
the supplement and list may be ob- 
tained for $3. 

The publications may be purchased 


from The International Council of 
Nurses, 1 Dean Trench St., Westmin- 
ster, London, S.W. 1, England. 


Joint Nurses Sessions 


Movra Allen and Sister Denise Le- 
fevre have been appointed co-chairmen 
of the Joint Nurses Sessions which will 
be held as part of the sectional meet- 
ing of the American College of Sur- 
geons in Montreal, Quebec, Canada, 
April 6-9, 1959. 

The now planning 
separate English and 
French for each morning and hospital 


two nurses are 


sessions in 


visits and demonstrations in the after- 
noons. The Sheraton-Mount Royal Ho- 


tel will be headqu irters for the nurses. 


A.N.A. Pin 


Agnes Ohlson and Ella Best received 
the first two official American Nurses’ 
Association membership pins, for their 
contributions to nursing, during the as- 
sociation’s recent convention. 

Everv A.N.A. 
the emblem in pin or charm form by 


member can obtain 


sending a check for $3.50, together 
with her name and address, to her 
state nurses’ association. Each order 


is then signed bv a person authorized 


Holly Richards, center, discusses her future as a member of the Army Student Nurse 
Program with her mother, Mrs. Ray Richards, and Lieut. Col. Mildred Clark, A.N.C. 
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co verify membership of the purchaser. 
Checks should be made payable to the 
L. G. Balfour Company, which will 
send the pin or charm directly to the 
purchaser. 

The new emblem has been copy- 
righted and is also being used on 


A.N.A. stationery and printed matter. 


Two Nurses Commissioned 


George P. Bradley and John B. 
Girvan, both graduates of Kings Park 
State Hospital School of Nursing, re- 
cently were commissioned as officers in 
the Army Nurse Corps by Brig. Gen. 
Roger G. Prentiss, First Army Surgeon, 
in ceremonies at First Army Head- 
quarters, Governors Island, N.Y. Mr. 
Bradley was commissioned as a second 
lieutenant; Mr 
sioned as a first lieutenant. 

Before entering the Army Nurse 
Corps, Lieut. Bradley had been head 
nurse in the Geriatric Service at Kings 
Park State Hospital, and Lieut. Girvan 
had served as staff nurse in charge of 
surgery at the hospital. 

The two new officers will attend a 
six-week orientation course at Brooke 
Army Medical Center, Fort Sam Hous- 
ton, Tex. After completing the course, 
Lieut. Girvan will be stationed at Fort 
Sill, Oklahoma, and Lieut. Bradley will 
be sent to Fort Bragg in North 
Carolina. 


Girvan was commis- 


Election 


Janet Van Name has been elected 
chairman of the Nursing Staff Associa- 
tion of the Visiting Nurse Service of 
New York. A graduate of Cornell Uni- 
versitv—New York Hospital School of 
Nursing, Miss Van Name is a member 
of the public health nursing staff of the 
Cente She will 


Service's Riverside 


Janet Van Name 
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Brig. Gen. Roger G. Prentiss, center, congratulates the wives of Second Lieut. 
George Bradley, left, and First Lieut. John Girvan, right, after commissioning the 
men in the Army Nurse Corps in ceremonies at First Army Headquarters in New York. 


serve a two-vear term 

Elected at the same time for a two- 
vear term as treasurer of the association 
was Isabel Fox. Jean Metzger and 
Carolvn Blinn will continue to serve as 
vice chairman and secretary, respective- 
lv, of the association. 

The Staff Association is composed of 
all administrative, supervisory, consult- 
ant, and field nurses working in the 14 
district centers and the administrative 
headquarters — of the Visiting Nurse 
Service. The Staff Association plans 
programs for staff educational meetings 
and social activities; it also makes poli- 
cy recommendations through the staff 


council. 


Baccalaureate Scholarships 


The Division of Nursing Education 
of Teachers College, Columbia Univer- 
sitv, recently received a $24,000 grant 
for graduate nurses who are candidates 
for baccalaureate degrees. The grant 
will be used to furnish full-time schol- 
arships for students matriculated for 
the B.S. degree and part-time tuition 
scholarships for those who can com- 
plete degree requirements during the 
1958-59 school vear. 

Those interested in applying for the 
scholarships should contact Dr. Frank- 
lin E. Moak, Chairman, Scholarship 
Committee, Teachers College, Colum 
New York 27, N. Y 


bia University, 


New Edition 


The 1958 edition of Facts About 
Nursing is now ready and may be ob- 
tained for $2 from the American 
Nurses’ Association, Two Park Ave 
New York, N. Y. 

Facts About Nursing is a complete 
summary of nursing facts and includes 


comprehensive tables, graphs, and 


charts, together with descriptive text 


Nursing in Alaska 


Two public health nurses, Zelda I. 
Black and Hildry P. Wedgeworth, lead 
busv lives at the Fort Richardson dis- 
pensary in Alaska. While they are re- 
sponsible for the health and welfare 
of all post residents, most of thei 
time is devoted to caring for mothers 
and children. Each month dependents 
of soldiers stationed at Fort Richard 
son make 1,250 visits to the dispensary. 

Among the duties of Miss Black and 
Miss Wedgeworth are administering ap- 
proximately 1,000 
month, visiting over 60 new o1 expect- 
ant mothers at the 5040th United States 
Air Force Hospital at Elmendorf Air 
Force Base, making home visits to 
children too ill to be moved, and giving 
prenatal instruction to expectant par- 
ents. They also serve as school nurses 
for the 1,500 students at the post 
school. 

The public health nurses schedule 


immunizations a 


check-up appointments for new babies 
at six weeks, three months, and one 
vear. During these visits, the mothers 
and nurses discuss any physical, mental, 
or emotionel disturbances that may 
have developed since the prev ious 
visits. 

Miss Black is a graduate of Camden 
( lark Memorial Hospital, Parkersburg, 
W. Va., and she holds a B.S. degree 
from Vanderbilt Universitv, Nashville, 
Tenn. Miss Wedgeworth graduated 
from South Mississippi Hornital School 
of Nursing, Hattiesburg, Miss. She also 
holds an obstetrics and pediatrics spt 
cialist’s certificate from Baylor Uni 
versity Hospital, Dallas, Tex 








Which is more important, the “why” of the 
patient's behavior and family reactions or 
the “what” of this behavior and reactions? A 
former educational director of public health 
nursing and an instructor of psychiatric nursing 
offer some principles that they believe can serveas 


GUIDES 


for Public Health Nurses 


by FRANCES ORGAIN, R.N. 
Assistant Dean, Indiana Univer- 
ity, School of Nursing, Indian 
apolis, Ind 


and LEE FULLER, R.N. 


Consultant in Graduate Nurse Ed 
ucation, Indiana Division of Mental 
Health, and Assistant Professor of 
Psychiatric Nursing, Indiana Uni 
sersity, School of Nursing 


F we accept the broadened definition 

of health, which includes emotional 
and social, as well as physical, factors 
then nurses must be prepared to define 
the functions and assume the responsi- 
bilities implied in caring for the patient 
as a total person. If we accept the pre- 
sumption that nursing is a profession, 
then we must posit a set of nursing 
principles which are applicable to all 
situations, regardless of special adminis- 
trative disciplines under which the 


nurse may function. This will necessitate 


a reorientation in thinking on the part 
of many nurses, so that both the nurse 
and the patient are seen as uniquely 
functioning individuals who _ interact 
with each other. 

Each nurse working in the public 
health fie'd functions within the frame- 


work of 


1 community organization, so 
her activities can and must be co-or- 
dinated with those of other health 
workers Public health nurses, whether 
health department, 
visiting nurse association, board of edu- 
cation, or industry, should accept the 


employed by a 








responsibility of offering family-health 
service involving the application of cer- 
tain principles of administration. 

These nurses should make certain 
that (1) there is a plan for health, edu- 
cation, and welfare programs, including 
a public health nursing program; (2) 
medical direction for nursing services, 
as well as professional nursing direc- 
tion of nursing practice, is included in 
this plan; and (3) if there is more thaa 
one public health nursing service in a 
community, there is co-ordination to 
avoid duplication and to meet the total 
public health nursing needs. 

The services of the public health 
nurse should be co-ordinated at the 
point where care is given to the patient 
and his family. 

In addition to having a high degree of 
technical competence, the nurse needs 
the knowledge, skills, and attitudes to 
apply this competency without losing 


\Public Health Nursing Achievement and 
Goals, p. 6. 
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sight of the human person for whom she 
is caring. Psvchiatric nursing has iden- 


tified some of the principles which are 


applicable to the public health nurse- 
patient relationship. Some of these prin- 
ciples are as follow: 

i. Both the patient and other family 
members must be approached in a man- 
ner that makes them feel comfortable. 

Often when the public health nurse 
zoes to the home of the patient, the 
environment, both human and natural, 
is not acceptable to her. She would like 
to make radical changes immediately 
in the situation before knowing how 
the patient feels or what he needs. 

If the nurse is to fulfill her functions 

of listening, hearing, and helping, she 
must at once overcome or compensate 
for her feelings about the conditions 
she finds. She must avoid communicat- 
ing to the patient or members of his 
family any hints of disapproval or rejec- 
tion. This means paying very close at- 
tention to all the means of communica- 
tion, both verbal and nonverbal. 
2. The nurse must understand her be- 
havior in relation to that of the patient 
in the family constellation and be able 
to use that understanding to help the 
patient. 

The mere identification of attitudes 

and feelings that the nurse thinks she 
ought to have does not necessarily bring 
about the desired changes in her be- 
havior. Anxiety created in the nurse- 
patient relationship must be handled 
realistically. The nurse needs to apply 
what she learns to her own behavior 
and her own feelings, as well as to those 
of others. 
3. The patient and his family are 
helped most when they know what to 
expect of the nurse and what the nurse 
expects of them. 

The natural insecurity and uncer- 
tainty of people in need of nursing help 
can be overcome by a uniformity of 
approach on the part of the nurse. This 
becomes especially important if more 
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than one nurse is to have contact with 
the family. People are more comfortable 
with someone who is on all occasions 
friendly and not disturbed by their 
faults. 

4. The nurse must be able to absorb 
expressed hostility and resentment if 
she is to help patients and their fami 
lies. 

If the nurse can understand the need 
for the patient to be hostile she will be 
more comfortable in accepting negative 
expression. When a patient says, “I 
don't like you,” this is not necessarily 
directed to the nurse, personally, but 
may well be an expression of what the 
nurse represents to the patient. In any 
event, the nurse must accept this in a 
matter-of-fact way, without retaliation 
in any manner toward the patient. 

5. The nurse’s ability to accept the 
patient's real feelings reassures the pa- 
tient and his family. 

One of the best bases for 
patients is the ability of the nurse to 
see what experience means to the pa- 
tient; this dif- 
ferentiate and 
what is actually said. The nurse should 
realize that the patient has symptoms 
because he needs them to express what 


reassuring 


means the nurse must 


between words used 


he cannot say otherwise. The patient 
will give up the unhealthy activity when 
he Can. 
6. The effects of previous emotional ex 
perirences can only be change d by other 
emotional experienc es 

Emotionally charged behavior is not 
changed by rational proofs. The nurse 
must be able to perceive how the pa 
tient feels, so that she will be able to 
help change the patient's emotional ex- 
periences. If a patient believes that he 
has cancer, the problem is what “hav- 
ing cancer” means to the patient; it is 
not that the belief that the patient holds 
Is false. 
7. The patient and his family situation 
should be studied so that anxiety-in 
creasing incidents can be minimized. 

It is a part of the nurse’s job to study 
family relationships, as well as nurse- 
family and 
in order to give assistance without un- 


nurse-patient interactions 
due rise in anxiety. Among these anx- 
iety-producing situations are demands 
which the patient and family cannot 
meet, use of words that the patient 
doesn't understand, emphasis on the 
patient’s inadequacies, insincerity, and 
the introduction into the situation of too 
many new people or things. 

S. Insight is gained only at the patient's 
own level of understanding and speed, 
and according to its usefulness to the 
patient. 

Understanding and accepting his own 
attitudes and behavior is a painful ex- 
perience for the patient, and it should 
be directed by a psychiatrist. If the 
patient could accept an interpretation 


of his behavior he would arrive at this 
explanation by himself. An explanation 
forced on the patient can only increase 
the patient's discomfort. 
9g. The should let patients and 
their families guide the 
she has with them about their feelings 
The nurse will learn the feelings of 
»bservation of 


NUTSE 
conversations 


the family members by 
behavior and using her ability to listen 
This is particularly important in first 
contacts, until the become 
acquainted with family members and 
the patterns in their relationships. Once 
the family members have indicated an 


nurse Can 


area of concern, the nurse may explore 
the mentioned area with the patient 

10. The procedures should always be 
explained to the patient so that he can 
co-operate with the nurse 

The goal of all public health nurses 
is to help the patient help himself. Only 
when the patient understands what the 
nurse is doing and what he can safely 
do to help himself can the patient be 
cuided toward a desirable degree of in- 
dependence. 

11. The nurse should not participate in 
the direct application of force (psycho 
logical and/or physical). 

She should develop skills in gaining 
the co-operation of patients, families, 
and personnel in community agencies 
in order to maintain good rapport with 
the patient and his family. The devel 
opment of a co-operative attitude will 
alloy d 
tance. 
12. The “why” of the patient's behavior 
and the family reactions is more impor- 
tant than the “what” of this behavior 
or reactions 

All behavior Under- 


standing what the person is trying to 


the nurse to give further assis 


is purposeful 


accomplish is more meaningful than 
The 
neighbor who reports that Johnny has 


whooping cough may not be concerned 


dwelling on what he is doing: 


about Johnny’s physical condition, but 
may feel the need to attack Johnny o1 
his family for real or imagined offenses. 
13. The patient's 
evaluated in terms of what is actually 


situation must be 
happening and not in terms of how the 
nurse feels about it 

The ability to 
tween one’s objective and subjective 


achieve balance be 


viewpoints is essential in helping the 
health. The 


her ne d 


patient achieve mental 
nurse is a human being too 
for status, achievement, recognition, af 
fection, and security must be met 
through people other than the patient 
at the same 


However, the nurse must 


time, have an emotional investment in 
nursing in order to be successful. 

14. The nurse-patient relationship that 
is warm and understanding can help 
greatly in establishing the kind of hu 
man environment people need. 


(continued on page 33 
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Gertrude Woods, R.N., surgical supervisor, helps student to improve study habits. 


by FLORENCE HICKOK, R.N. 
A tant Director of Nursing 
Education, Middlesex Memorial 
Hospiial School of Nursing, 
Middletown, Conn 


Ae IDANCE program has not been 
altogether missing at Middlesex 
Memoria! Hospital School of Nursing, 
but like many guidance programs, too 
few faculty members were carrying the 
load of work. These faculty 
ilready laden with full-time positions, 
were doing their best, but there wasn't 
time enc ah in their 
what th felt was adequate. There 
was a felt need for a look back at their 
student 


members. 
days to do 


busy 


result, 
were asked to evalu- 


program. As a nurses, 
is well as faculty 
ate the previous guidance program and 
to tell us also what they would like to 
This took several weeks 


ind was followed by group discussions 


see ¢ hanged 


and sending questionnaires to all stu- 
dents and faculty 

Who would do the counseling? How 
should we prepare people for this pro- 
gram? These were the questions facing 
us. It was finally decided that a work- 
shop be held for those faculty who 
would be counselors for a part of the 
program. Since a second part of the pro- 
gram would be conducted by our senior 
class, a separate orientation program 
was set up for those seniors selected as 
Senior Guides. These students were to 
be selected on the basis of scholastic 
ability, 
ability 


climate They were at no time to handle 


evidence of leadership, and 


to participate in a 


10 


democratic 


Dissatisfied with their counseling 
program, the first thing the 
faculty and students did at 
Middlesex Memorial Hospital 
School of Nursing was to review 
the school’s philosophy and 
objectives to see what needed 
to be changed. Then they set 
up a workshop to explore their 
problems. Presented here are 
the details of 


how they reorganized 
their guidance program 


any personality problems. 

Our first consideration was to set up 
the faculty workshop. It was decided 
to plan a ten-month program, which 
was in no wav to take the place of a 
college counseling course, but was to 
survey and review of 
phases of counseling and 
guidance practices. The faculty helped 
select the topics to be considered; we 
were most fortunate to find people in 
our immediate area prepared and will- 
ing to participate. They were as en- 
thusiastic to help as we were to have 
their help. All angles of a student 
nurse’s considered. Our 
speakers, being very practical people, 
who sensed our needs, gave most valu- 
able time and assistance to our faculty. 

As each of these participants left our 
group discussions, he seemed very en- 


be, rather, a 
present 


needs were 


thusiastic about our plans and urged us 


to invite him back as our 
took on form. 

Our workshop took the nature of an 
program. Each member of 


was given a folder .con- 


program 


in-service 
the faculty 
taining 


1. A pamphlet on the philosophy 
and objectives of a desirable 
guidance program. 


>] 


2. Frustrations of Adolescents, a 


pamphlet. 

3. Understanding the Adolescent, 
a pamphlet. 

1. Guidance Program for Schools 
of Nursing, published by the 
National League for Nursing. 

». Bibliography of references to 
be found in own Profes- 
sional Library. 


our 


6. A sample of the counseling 
folder used at Middlesex 
Memorial Hospital School of 


Nursing. 

7. A sample of a mental hygiene 
test given to our students dur- 
ing the first month of freshman 
year. 

8. Outline of autobiography stv- 
dents make out the first week 
of school. 

9. A sample of anecdotical note 
cards. 


10. How to Study Tips, published 


by the New York State As- 
sociation of Counselors. 
11. Apperceptive mass of each 


student. 


The next meeting was devoted to re- 
viewing this material and understand- 
ing how it could be used. It was made 
very clear to the group that they were 
not to perform as specialists, as there 
were people available if we felt spe- 
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cialists were needed. No faculty mem- 
ber was looked upon as a professional 
counselor. 

Our second meeting, a month later, 
was devoted to a brief review of the 
program the school had _ previously 
maintained. We reviewed the programs 
involving faculty advisers, student- 
faculty organizations, the apperceptive 
mass, counseling folder to date, test 
programs, the part affiliating agencies 
had played, the policy book for stu- 
dents, and the point system for privi- 
leges. This, in a way, was an orienta- 
tion to what had preceded, in order to 
give us a starting point. 

At our third meeting our guest speak- 
er was a mental hygiene consultant 
from the Connecticut State Department 
of Health. We found that this person 
understood our problems; she fully ap- 
preciated our plan. Many techniques 
of counseling were reviewed, and their 
and weaknesses 
pointed out. We also had one prob- 
lem of the school analyzed that after- 
noon for us. This was done to demon- 


good points 


strate some of a counselor’s tools 

Since we most fortunate in 
having in our community an excep- 
tional director of counseling, we asked 
her to attend our fourth meeting. She, 
like the others, was most happy and 
enthusiastic about and 
needs. This speaker gave us confidence 


were 


our program 
in our set-up and added to ow pro- 
gram other techniques we might use 
She emphasized the adolescent prob- 
lem we still find in the student nurse 
and spent a great deal of time discuss- 
ing records, especially anecdotical, and 
how to write them. She warned of the 
confidential these 
This participant pointed out to us that 
times when a written record 


nature of records. 
there are 
is best not made, warning us over and 
the value of 
programs 


over again about confi- 


dentialness in such as we 
were launching 

The fifth and sixth meetings were 
held with a clinical psychologist from 


Yale 


work, counsels student 


University, who, as part of her 


nurses 


Film Evaluation 


The next two meetings were spent 
the film 
using al- 


reviewing and evaluating 
“Meaning of 


ready established criteria for our evalu- 


Adolescence,” 


ition. This proved very stimulating, for 
the faculty saw carbon copies of our 
this Due to the 
freedom of expression in group, 
healthy 


the showing of this picture 


students in picture. 
our 
two very discussions followed 

During the eighth and ninth sessions, 
book four of 
were presented These members selec t- 
ed references felt helpful to the group. 


reviews from our group 


A résumé of the book was given, and 
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were 


al discussion and question period fol- 
lowed each review. This opened the 
avenue of literature as an aid to 
counselors. 

The group employed role-playing in 
the first half of the next period. Dur- 
ing the second part of this meeting, our 
selected. Each coun- 
than 12 and, if 


possible, not more than 10 students 


counselors were 


selor has not more 
Students from the three classes were se- 


the 


pressure of 


cross section of 
the 
arbitrarily done. 

understanding between 
counselee that, if the 
stu- 
dent cannot work together, by means 
of mutual agreement this relationship 
can be corrected. By the same token, 
a counselee may change her counselor, 
with mutual 


lected to give a 


school. Because of 
time, this was 

We have an 
counselor and 


counselor feels she and a certain 


agreement of counselor, 


assistant director of 


The 


not specialists in 


and 
education. 
that we are 


cn sunselee 


nursing group also 
agrees 
counseling and, if a problem seems too 
great to handle, a specialist from the 
community will be called in by consent 
_ We are 


going to try to help each other as far 


of the counselors as a group 


as our ability goes. , 
Last fall we started the second year 

of our program. After the graduating 

left the 


her counselee list 


class school, each counselor 


had with 
freshmen added to replace the out- 


rey ised 


going seniors. Each head nurse and all 
department heads were given a list of 
This 
been done to help them direct more 
quickly any problems they notice to 
the proper source for assistance 

We it will take many 
to see our program function as we wish 
it to function. While oldei 
dents have been getting along with- 
out 


COUTISE lors and counselees has 


realize years 


our stu- 


such a program per se and may 


those who need 
and then are 


This vear’s 


not need to use it, 
someone to talk to now 
using the program freely 
freshman class started their academic 
vear with the program and have fallen 
in line very nicely. Moreover, parents 
compli- 
arrange- 


of our freshmen are most 


mentary about our counseling 
ment. _ 

This year our counselors had an in- 
formal get-together with their coun- 
selees that enabled the students to get 
to know their counselors and where and 
how be reached. After this, 
an individual conference was held be- 
the counselor and each of her 
charges. Unless someone on the nursing 
staft the counselor see a 
counselee, it is up to the students to 
use this service as they feel it fits their 
needs. If a staff member brings a stu- 
dent’s problem to the attention of the 
counselor, the counselor makes an ap- 


they can 
tween 


suggests 


pointment to see her counselee as soon 
as possible. 

Our group counselor meetings took 
the form of laboratory meetings the past 
The September 


planned to assemble the revised lists 


vear. meeting was 
of counselees and let the counselors go 
over apperceptive mass sheets, biog- 
raphies, and prenursing and mental hy- 
giene test results of their freshman as- 
signees 

At the next monthly meeting we scored 
and evaluated the Mental Health Anal- 
vsis test by Thorpe, Clark, and Tiegs, 
which we give all our students. Coun- 
seling folders were reviewed, notes 
made from them, and notes placed on 
them by counselors, if necessary. 

The November meeting was a joint 
meeting with the high school counselors 
in the Middlesex The program 
was initiated and presented by the hos- 
pital education staff. Our agenda in- 


( luded philosophy 


area, 


and objec tives of 


Dr. Marion Armstrong, student counselor at Woodrow Wilson Senior High School, sec 
ond from left, discussed counseling techniques at one Middlesex workshop meeting. 














Several pamphlets designed to help them improve the Middlesex Memorial guidance 
program were included in the folder of printed aids each faculty member received. 


ou chool und instructors described 
their respective courses We planned 
1 exhibit of course outlines and text 
books used t Middlesex Memorial 
hoping that th meeting would help 
is with recruitment and Improving the 
yualit ipplic ints sent to us 
Parallel to this counselor program, 
our students, as an outgrowth of their 
tudent association, have integrated 
one new phases of personnel work 
ind perfected some of the methods 
previously used. The Big Sister pro- 
gram, for example starts early in the 
summer, and a Senior Guide program 
was set up vhich h ; proved very sat 
istving especially to our young stu 
dents. The Senior Guides had a short 
workshop for thei program, as well as 
i manual to use as their guide This 
program is patterned after a similar 


program used at 


The Big Sisters wer 


Svracuse University 


given the oppor 


tunity to have a conference with the 
issistant director of nursing education 
before the freshman class entered to 
go over wavs in which one could be a 
better Big Sister to a particular stu- 


dent A tea for 
the summer was suggested, but due to 
affiliations, and prefreshman 
did not seem feasible at the 


prefreshmen during 


vacation 
pl in it 
time 
However, we do encourage prefresh- 
men to spend a day or week-end with 
before they this 
some do avail themselves 
Each class has two 
faculty advisors who have had special 


our students enter 


school and 


of this opportunity 


preparation to help them get orientated 


to their duties, and they too have had 
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i manual prepared for them to use as 
i tool 

Continuity of our personnel program 
is attempted while our students are on 
iffiliation by sending them copies of 
the hospital minutes 


f council 


new spaper and 


and student associ- 
ation meetings. A copy of all new regu- 
lations or policies adopted while they 
from the home school is 
placed in a policy book kept in the 
Students’ Professional Library. The 
students are encouraged to read_ this 
book on their return to the home school. 
In this way the students are able to 
keep up-to-date and do not have that 
lost feeling one can have after 


class, 


are away 


stray 
being away several months from her 


home SC hool 


Role of House Director 


Our house director functions in many 
ways under our counseling program. 
One of her duties is to hold classes— 
as part of our counseling and guidance 
course for freshman students—on after- 
noon tea and its many phases. After 
our freshmen are able to 
assist at anv tea at the hospital with 
the poise “knowing how” gives one. 

How are we to evaluate our pro- 
gram? We shall review our philosophy 
and objectives as set up by the coun- 
selors from time to time. We have also 
set up the following criteria: 


these classes 


®& Success and accomplishment of 
the individual student. 

> Stability of personal and profes- 
sional life of the student. 

®& The student’s insight into her 


own personal needs and ability 
to make good choices when 


necessary. 


This year’s program ‘will continue in 
most parts as a laboratory experience. 
Although we know the full impact of 
our program will not be felt for some 
time to come, an outstanding accom- 
plishment to date has been the “one- 
ness” of the educational nursing staff 
in working out this program. Even 
though frustrations on our part still 
exist, we feel more able to meet our 
obligations as counselors than we did 


a year ago. 
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NTEREST in the use of hypothermia 

has been increasing, due to the many 
clinical applications envisioned for it 
The greatest attention has been focused 
upon its use in surgery involving the 
heart and great vessels; it also seems 
to show promise in a wide variety of 
medical and surgical conditions. 

It is therefore appropriate at this 
time to review the development and 
present status of hypothermia. How- 
short article such as. this, 
general, without 


ever, in a 
comments must be 
reference to detailed and controversial 
considerations. 

Hypothermia may be defined as an 
induced state of lowered body tempera- 
ture below that normally seen in man 
The term artificial hibernation has been 
used interchangeably with hypothermia 
by some authors, but this may create 
confusion artificial 
is different from true hibernation 


hibernation 
True 
hibernation is a condition seen in ce 


since 


tain lower animals, with temperatures 
ranging far below those used in clini- 
cal hypothermia. True hibernation has 
not been duplicated artificially, nor is 
it well 


understood. In this discussion 


only the term hypothermia will be 


used. 
Cold has been known for its anal- 
gesic and anti-inflammatory  proper- 


ties since ancient times. Local refrig- 
eration has also been employed as an 
anesthetic in the amputation of ex- 
tremities. It was found that limbs 
numb from cold were less painful and 
had decreased metabolism. About 20 
years ago, refrigeration was used in an 
effort to slow down the growth of 
carcinoma, but this was aban- 
Around that time, it was also 
tried in the treatment of psychotic 
patients without spectacular success. 
years 


soon 


doned. 


Yet approximately 10 3 ago, at- 
tention was directed to the advantages 
of moderately lowering the body tem- 
perature while operating upon patients 
heart Shortly 


wave of interest In 


with evanotic disease 


thereafter, a new 
hi pothermia develop d, stimulated by 


the spec tacular advances in cardiac su 


gery. Other applications for hypothe: 
mia in clinical medicine soon Came ull 
der investigation, resulting in the pres- 


ent widespread interest in the subject 

The temperature-regulating centers 
of the hypothalamus normally main- 
bod, 


tam a constant 


posure to cold leads to increased heat 


temperature; ex 


conservation in the body by such mech 


anisms as shivering, increased muscle 
tone, and peripheral vasoconstriction 
effective reduc 


To get temperature 


tion, it 1s necessary to suppress the 
body’s normal response to cold. 
Probably the most significant physio- 
logical effect of hypothermia is the 
decrease in metabolic rate. Oxygen 
consumption falls at a rate essentially 
parallel to temperature reduction: At 
77 ~©F., oxygen consumption has been 
shown to be only about 20 per cent of 
normal. With hypothermia, it is pos- 
sible to prolong the critical period of 
anoxia to the brain from the normal of 
three or four minutes to perhaps 10 or 
In this way the circulation 


short 


15 minutes. 


may be safely interrupted for 


periods, thus permitting bloodless in- 
tracardiac surgery and_ safe  cross- 
clamping of the great thoracic vessels. 

At reduced body temperatures, other 
organs, including the spinal cord, liver 
and kidneys, are also protected from 
the anoxic effects of interruption of 
the circulation. As the temperature 


and metabolism fall, there is a 


pro- 
gressive decrease in heart rate, cardiac 
output, and blood pressure. The re- 


duced blood pressure facilitates certain 
tvpes of surgery in which a practically 
“bloodless” operative field is desirable. 
As the temperature is reduced below 
normal, the rate of respiration also falls 
With lowered body temperatures, it 
becomes necessary to provide artificial 
either by ma 

chine (through a_ snug-fitting 
tracheal tube) The 


respiration manually o1 
nel 
endo 


central nervous 
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depressed by reduced 
temperature lemperatures of 80° F. 
produce an almost complete narcotic 
ettect 
tion occul with h pothermia 
al decrease iit blood 
platelets, as well as disruption of cer- 
tain enzyme systems, leading to com- 
plications ass ciated with an increased 


stem is also 


ind changes in blood Ccomposl- 
There is 
and 


white cells 


ble eding tendency 

\ number of methods are available 
for lowering the body temperature, the 
simplest being surface cooling through 
the application of cold to the outside 
of the body The body temperature 1s 
recorded by a special type of 
More comprehen- 


usually 
rectal thermometer 
sive studies of internal organ tempera- 
tures reveal a considerable temperature 


skin 


s interior when this method of 


gradient between surface and 


the bod 


] 


cooling is used. In clinical practice, a 


patient may be cooled by immersion 
in a tub of ice water, while others pre- 
fer to pack ground ice around the body. 
{ more that of 


surrounding the patient with special 


aesthetic method is 
blankets containing coils through which 
refrigerated fluid is circulated. 
Another method of cooling the body 
through the use of extracorporeal 
circulation of the blood through a cool- 


ing unit. Blood is withdrawn through 
a special tube inserted into a vein, then 
passed through refrigerated coils and 


returned to the body by a pump. This 
method allows rapid cooling and re- 
warming, but it has the disadvantage 
blood cannulation 


ind more elaborate equipment than is 


or requiring vessel 
needed for surface cooling 

Other methods used alone or in con- 
the the 
circulation of cold fluid through a bal- 
loon in the stomach and bathing the 


junction with above include 


exposed intrapleural cavity or abdomen 
with cold saline. Attempts have also 
been made to produce localized cooling 
of certain organs—the temperature of 
the brain has been selectively lowered 
by circulating cooled blood through the 
carotid artery 

In addition to « kposing the body to 
cold anesthesia 1S needed to depress 
the temperature-regulating center. By 
adding curare to inhibit shivering, cold 
is allowed to act uninhibited by the 
normal ' 
bod 

The French have attempted to pro 
effect by blocking the 
body's autonomic system with drugs, 


compensatory mechanisms of 


heat produc tion 
duce a similar 


essentially derivatives of phenothiazene 


This combination of pharma ological 


agents, the so-called “lytic cocktail.’ 
tends to inhibit a normal or overactive 
iction of the autonomic nervous svs- 
tem. In general, there is a hesitancy 


mong investigators to use a multiplic- 
ty of drugs at the same time, due to 


ficulties in obtaining accurate data 
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and in maintaining satisfactory contro] 
of the situation. One or more of these 
agents may also be used in conjunc- 
tion with mild hypothermia. Consid 
erably more study is required to evalu- 
ate the actions of such drugs, alone and 
in combination. 

Perhaps the major barrier to the 
use of hypothermia today is the risk 
of spontaneous ventricular fibrillation 
arrest. As temperatures 
approach 80° F. and below, the risk 
of this catastrophe occurring increases 
The mechanisms underlying this phe- 
nomenon are not entirely clear, al- 
though it has been suggested that 
alterations in membrane permeability 
to potassium and changes in the cholin- 
esterase system may be involved. The 
hypothermic heart in ventricular fibril- 
lation does not respond to efforts di- 
rected to restoration of a regular heart 
beat, as does the normal heart. It is 
interesting to note that children gen- 
erally tolerate hypothermia better than 


and cardiac 


adults 

Certain complications may occur 
when the temperature returns to nor- 
mal. Postoperative bleeding may be 
related to the resumption of normal 
blood pressure and a disturbance of 
the blood-clotting mechanism. Oc- 
casionally local areas of skin and sub- 
cutaneous tissue damage may occur 
following surface cooling. 

Mention has been made of the advan- 
tages of hypothermia in thoracic sur- 
gery and neurosurgery because of the 
oxygen requirement and 
blood pressure. Moderate 
hypothermia has also been shown to 
reduce the stress of major surgery and 
the amount of anesthesia 
required. As a result, poor-risk pa- 
tients are said to tolerate major oncra- 
tions better. 


diminished 
decreased 


to reduce 


Hypothermia may be of great benefit 
in combatting the harmful effects of 
with certain 
Use of selective hypo- 
thermia in obtaining maximum cooling 


hy perpyrexia associated 


disease states 
of certain organs, such as the brain and 
liver, may have practical application. It 
has further been suggested that mild 
hypothermia be used in the treatment 
of such conditions as shock, myocardial 
infarction, toxic states, severe infections, 
and various lung disorders. 

Except for several problems peculiar 
to hypothermia, the postoperative nurs- 
ing care does not differ essentially from 
that required for a similar operation 
The 


close 


without hypothermia patient 
medical 


supervision until the temperature has 


usually remains under 
returned close to the normal range, so 
that there is little danger of serious 
cardiac irregularities. Occasionally, with 
rapid rewarming, the temperature may 


swing temporarily above normal, but 


y 
ny 


this may be readily controlled by rou 
tine measures. 

The problems requiring special ob 
servation include an increased bleeding 
tendency, gastric distention, and skin 
changes resulting from exposure to 
cold. Close attention should be paid 
to blood pressure, pulse, and color to 
quickly detect postoperative loss of 
blood. A properly functioning naso 
gastric tube will control gastric dis- 
tention. The nurse should be alert for 
skin changes similar to those found in 
cases of frostbite; they should receive 
immediate medical attention. 

Although great hope is held out by 
many for extension of the use of hy- 
pothermia in medicine, considerable 
caution should be taken before sub- 
jecting man to this still somewhat ex 
perimental procedure. It is believed 
that with prolonged hypothermia, more 
complex psysiological alterations occur 
which may become progressively diffi- 
cult to correct. Hypothermia should be 
used only by those familiar with its 
indications and limitations. As we ac- 
cumulate more knowledge, it may be- 
come a safer and more widely used 
modern medical 


procedure in our 


armamentarium. 
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One way to provide 
recreational activity 
for hospitalized 
children is to take 
them on imaginary 
adventures through 
storytelling. 
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With the magical words, ‘‘Once upon a time. . 














.’ Story Lady Ethel Reese, left, takes the sick children on a fictional adventure. 


THE STORY LADY 
NURSE 


by ETHEL M. REESE 
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oe For a_ sick child? 
That is the usual exclamation of 
] r a} 


tuden ven she looks ove 


it listed as one ol 
the subje ct And then she 


, ' _— 
ner scnedule and sees 


turns it over 


ind over in her mind, trying to picture 
what she yuld possibly do to interest 
seven-vear-old Johnny, who is burned, 
w the bed-ridden spinal TB child. 
Reading is usually the only solution she 
in come up with. But reading is not 
the only solution available 
\ nursing instructor recently told 
ne of a recreational activity which has 
net ith much success on the children’s 
vards, The plan calls for a nurse on 
tudent nurse or sometimes a non- 
professional person to take the part of 
the Story Lady Nurse 
Hello, children, I'm the Story Lady 
Nurse she savs pleasantly is she en- 
ters the room. Hearing this, all the faces 
turn toward the door. Some are smiling 
others doubtful, thinking how thev felt 
iin when other nurses had_ treated 
them, but usually the il] perk up at 
nce S ng the friendliness of voice 


ind Anne T 


The Story Lady Nurse visits the new 
hild on the ward as a friend. From all 
she inquires about the feelings of the 
dolly or teddy bear, or comments on 
prett hair and bright eves. She takes 
spe ial care to te ll thi bovs how big 


of the chil 


en the diffidence is not ove rcome tor 


nd man! the ure In se na 
ly 


" time perhaps not until the sec 
nd storv—or even the se 


One livel 


ond visit 


curly brown-haired dimple 


cheeked three-year-old girl was so an- 
tagonistic that she had to be completely 
ignored for several weeks. Then very 
gently, a little bit at a time, the child 
offer a comment during 
story time, until at last she was the most 


would shyly 
demanding of all. This is the reward of 
patience 

rhe child accustomed to the visits of 
the Story 


she 


Lady Nurse knows that when 
the TV 
turned off, a chair for her placed so all 
her, and the pulled 
can lie at ease. 
given in an 
voice by the “leader” of the particular 
group—and everyone obeys, including 
the Story Lady. 

Then it is “Once upon a time .. .” 
and off they go into the land of legend 
If a smaller child disturbs 

talking or crying, he is 
immediately shushed by the others. 


arrives or radio must be 


can see cribs 
around so everyone 


These orders are urgent 


and fantasy 


the group by 


stories must be told, not read. 
This is not too difficult. Get a good chil- 
dren’s anthology and carry it with you 
with y 
lunch (or on the bus trip to town). It 


These 


so vou can absorb a story your 


is much more fun to be free to watch 
the littl 


Ing the 


faces turned to yours, follow- 
adventures. A short 
story or a modern Western will suit the 
older children, the doings of a little 
duck or hold the interest of the 
small fry, and the many legends please 
ill ages 

The told after the Story 
Lady gives the children a brief verbal 
sketch of background about the coun- 


suspense 


bear 


latter are 


try in which the legend takes place. 
The Story Lady great 
snow-covered mountains of Switzerland 


describes the 


for the Swiss legend and the moors and 
gay people of the Emerald Isle for the 
Irish tales. This initiates the child to a 
cosmopolitan phase of thinking that 
cultural And 
when you happen to have an eleven- 
vear-old postpolio boy from Turkey, 
as one Story Lady did, you may find 
that he can be an interested spectator 
wheelchair at 


adds to his education. 


in his these sessions 


Farm stories were his choice, for his 
home was a large farm in Turkey, as 
the Story Lady found out when he 
asked her to go into his room to see his 
tractor. In halting English he asked her 
to pretend to drive the big tractor as if 


it were sitting in the barn at home. 


More Than Stories 


These periods are much more than 
story sessions, for the Story Lady Nurse 
can use this time to draw the child 
into the world of fantasy—‘Creative 
Drama” is the technical name for the 
action. This can be applied especially 
on the convalescent ward. 

For the three- or four-year-old chil- 
dren, rhythmical hand clapping to the 
chant of the nursery rhymes is enjoy- 
able. “Little Miss Muffet” is chanted 
faster faster as the Old Spider 
frightens her away—and it never fails 
to bring laughter! Then “Little Boy 
Blue” fades away to a mere whisper 
as he is found “fast asleep.” This sets 


and 


The ability of children to engage in make-believe is boundless. As Jack and Jill climb the hill with their water pails, the chil- 
dren chug and puff. When the two fairy-tale characters tumble down and break their crowns, the youngsters whoop with glee. 
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Patients in teen-age wards feel they are ‘too old’ for stories and providing amusement for them is frequently difficult. But 
they do enjoy friendly talks with the nurse, sometimes revealing to her their cherished aspirations and plans for the future. 


up a deep conspiracy between the 
Story Lady and the little patients. 

The small, burned patient, lying un- 
der a canopy to keep the sheet from 
touching the tender legs, is entranced 
with the idea that he is an Indian liv- 
ing in a tent. It makes an excellent 
opening for the legend of Hiawatha, 
the Indian boy. 

For the five- to seven-year-old pa- 
tients the Story Lady weaves a story 
of boating, drawing out from each child 
the kind, color, and name of the craft 
he is “navigating.” After describing the 
setting—the trees, sky, water, and birds, 
all untie the imaginary boats and row 
far out on the lake or river to gaze at 
the stars or perhaps throw out a line 
to fish. Sometimes they are all ponies 
racing through the fields, with the 10 
little fingers of each child dancing their 
way up and down the white sheets. Or 
perhaps the Story Lady and young 
patients are birds flying around the blue 
sky, waving their arms in the air and 
telling of all the things they see. Thev 
may chose to portray different types of 
birds, displaying the elasticity of crea- 
tive imagination. It is interesting to see 
the different responses. One child will 
point with delight at the white clouds 
or a flower, another will spy fish or 
stones in the “water.” 

Dramatizing such things as the pat- 
ter of rain or the storm in the trees 
gives the small, wasted figures a chance 
to take active parts in a game, as well 
is to calm their fears when a storm 


OCTOBER 1958 


approaches through the bedside win- 
dow. For the wind and _ raindrops 
(known to the children as “Johnny- 
Jump-Ups”) can be friends by this 
time. 

Many of these stories lend them- 
selves to a form of play. In “The Little 
Fir Tree,” for example, with the Story 
Lady carrying the thread along, each 
child will be the tree in its different 
stages of leaves—golden, glass, green, 
and needles. “Cinderella” is another fa- 
vorite story. One pretty, three-year-old 
girl laced to an arched bed board was 
such an enthusiastic actress, she kicked 
and laughed and waved her hands over 
her head with glee when she found that 
she could be Cinderella. The spastic 
patient, too, loves this type of acting; 
the twitching lips try their best to make 
the proper sounds, and waving hands 
make a good fairy wand. 

The children on the teen-age ward 
need a different type approach, for they 
believe they are “too old” for stories. 
They really challenge the ingenuity of 
the Story Lady. But if they are visited 
on a friend-to-friend basis, you will 
soon find you can delve deep into their 
hopes and aspirations, as was proved 
by the tall, young, polio-stricken lad 
when he told the Story Lady how he 
was going to have a boat and a gun 
and was going swimming and hunting 
just as soon as he was up and out of 
that bed. There was on one such ward 
a prospective baby-sitter who was gath- 
ering ideas from the Story Lady Nurse 


for the baby-sitting jobs she would 
have when she was well again. 

The nurse should follow a few sim- 
ple rules in her role as Story Lady. 
First, she should never give in to the 
request to “read my book.” Catch this 
child’s attention by telling him you 
have a brand new story to tell, that 
when his mother reads his books to 
him, he will know many, many stories. 

Second, the nurse should learn how 
to weave the interruptions into the 
line of the story without causing any 
loss of continuity. Some children listen 
better while they are cutting out paper 
dolls or playing with a puzzle, and still 
others insert their own ideas into the 
content of the story. 

The third rule is to learn how to sat- 
isfy the request of the small child who 
asks, “What did you bring me?” To this 
wistful—and sometimes _ belligerent— 
question, just answer, “Why, I brought 
you some stories!” 

Then, when the story session is over 
(three stories are usually sufficient), the 
nurse can suggest again to the child that 
he now has something to take home 
with him to give to his brother, sister, 
or friend. She can name these stories 
one by one again on her fingers—all 
children like this idea. 

As the nursing instructor said, you 
will be repaid for all the time you 
spend in this project when you over- 
hear some small patient exclaim as you 
walk away down the hall, “Isn’t she a 
nice nurse?” 
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Q. Mrs. Rinehart, you entered the Pittsburgh School of 
Nursing in 1893, when you were 17 years old. Now, some 
60-odd years later, do you recall those days with pleasure, 
and how does it all seem in relation to the world of today? 

A. At 17, “nurse’s training” was a world so new, so 
strange, and at times so terrible, that even now it hurts me 
to remember it. I was very young then, and I was not ready 
for it, since I had no preparation for the human wreckage I 
was to encounter. It seemed as though all the tragedy of 
the world was gathered under one roof. I had no knowledge 
whatever of cruelty, brutality, or starvation. They were only 
words to me then. Even childbirth was a mystery. But I 
faced the problems, of course, as best I could. By the time I 
was graduated, there was no phase of human suffering I 
had not observed. 

I have never forgotten those years. They entirely changed 
my sense of values and perhaps made me realize that I 
alone could not cure the pain of the world. No, I could 
not recall all of this with pleasure, and nowadays when 
I have occasion to employ a nurse, she talks of eight-hour 
shifts, of a dozen things I do not understand. 

One of my finest memories is of evening prayer at the 
hospital, when we tired student nurses got down on our 
knees and heard the words of peace and forgiveness. 

Q. Why did you decide to become a nurse? 

A. I cannot remember just why I decided to go into a 
hospital to study nursing, Mrs. Miale. Probably it was with 
some vague idea of preparing for medical college. I was 
16 when I graduated from high school. I wanted to study 
medicine, but I was still too young and there were two 
years to fill. 

One day shortly after I finished high school, I decided 
to talk to our family physician about becoming a nurse, 
even though my mother opposed it. However, our doctor 
had gone away for the summer, and a young man had taken 
over his practice. A very dark young man, black hair, 
mustache, black eyes behind pince-nez. A severe young 
man, too, when I told him my errand. He looked at my 
frivolous outfit and scowled. “You have an idea that nurs- 
ing is a romantic business,” he said. “It is nothing of the 
sort.” But later he softened and agreed to show me through 
the hospital. His name was Stanley Marshall Rinehart. 


Q. You never studied medicine? 

A. No, many things happened, the most important of 
course, was that I married Dr. Rinehart at 19, just four 
days after I became a graduate nurse. 
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INTERVIEW with Mary Roberts Rinehart, R.N. 


FAMOUS AUTHOR RECALLS 
HER “NURSE'S TRAINING” 


Mary Roberts Rinehart, R.N., tells Associate Editor Julie E. Miale, R.N., 
that her “nurse's training” has been valuable in bringing up her family. 


Q. In those days weren't friendships between doctors and 
nurses prohibited? How did you and Dr. Rinehart manage 
to see each other? Wasn't this against the rules? 

A. Nothing was more strictly forbidden than for a staff 
doctor and a nurse to fall in love. When I got my engage- 
ment ring, I had to wear it on a ribbon around my neck. 

Under cover of writing orders I would sometimes get a 
penciled message, and my off-duty time was my own. Even 
this, however, was not safe. One evening we were seen 
together and the next day everyone knew. There was a 
board meeting, and Dr. Rinehart appeared before it. In a 
loud voice he announced he meant to marry me, and what 
business was it of theirs, anyway? 

They relaxed somewhat. I was not to wear the ring, 
not to announce the engagement, nor was I to allow this 
romance to interfere with my duties. I was intensely happy, 
and the severe training went on. 

Q. There are about 450,000 professional nurses in the 
United States today. How many were there when you 
were in training, and what were the entrance requirements? 


A. There were some 500 graduate nurses in America 
then. The standards were very high. The nursing sister was 
a gentlewoman. The emphasis lay in the direction of back- 
ground, of upbringing, of a certain quality which we may 
call good breeding. 

Q. Since World War II, as you doubtless know, college 
nursing programs have increased enrollments, with a grad- 
ually rising proportion of nursing students entering basic 
programs leading to a baccalaureate degree. How does this 
higher education standard for nurses strike you? 


A. The educational requirements for nurses have always 
been rigid, and justly so. I entered “nurse’s training” at a 
time when only a small percentage of the young women 
of the nation had had a high school education or better, 
yet one-third of the nurses entering that profession were 
at least high school graduates. 

Higher education for women then was principally lim- 
ited to the high schools. The first collegiate school of nurs- 
ing was not formed until 1909, and few nurses attended. 
Now society demands changes in education all along the 
line. Nursing now seems to encompass a much wider range 
of skills, and I suppose “nurse’s training” schools have to 
seek help from colleges and universities to strengthen in- 
struction. 

Q. Do you remember any particular experience you had 
while in nursing school that made a particularly strong 
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Why did 17-year-old Mary Roberts 
decide to become a nurse? 


What does Mrs. Rinehart think of the 
trend toward higher education in 
nursing? 


How has she combined her careers 
wife, mother, author? 


impression on you? 

A. There are many that I remember vividly. My opet 
ating-room experience stands out, for my introduction to it 
was an extremely shocking one. Antisepsis had just been in- 
troduced, although some of the older surgeons considered 
it rather unnecessary. Already the younger men were talk- 
ing about the use of rubber gloves, were scrubbing their 
hands for long periods, and douching them with solutions. 
And the attitude of the older men irritated them. They 
were fine surgeons, those older men, but they would wan- 
der in and look on without donning their white coats. I 
saw one or two chewing tobacco and looking about for a 
handy vessel. 

Operations were untidy, at best, in those days before 
bloodless operations. A blood vessel was cut, located by 
spurting blood, and clipped. The result was often a bloody 
shambles, and it was no exception when on my first day I 
was sent to the operating room to clean up. I was told to 
carry out a pail in which there was a human foot. I car- 
ried it out. I was not sick. I was shocked, but not sick. 
I came back and went to work in that shambles. I have 
not forgotten it. 

Q. You never practiced nursing after you graduated? 

A. No, Mrs. Miale, not professionally. Dr. Rinehart and 
I wanted children. The boys came, three of them in five 
years, before I was 26, and suddenly I was very busy. The 
word had gone about the neighborhood that I could help 
in an emergency. People, running madly for a doctor and 
failing to find one, sometimes came to me, and I would 
hurry with them to some domestic crisis, to carry on until 
the doctor arrived. Or again it might have been an emer- 
gency in the office. One day we amputated some fingers 
there. I remember once, at a summer camp on the shore 
of Lake Erie, that one of the boys required an emergency 
operation. My husband performed it while I gave the anes- 
thetic. 

My eyes, however, were definitely on my husband and 
children. I had seen so much of death that a slight illness 
among them terrified me. I had no confidence in life. Ted, 
our last baby, had whooping cough and convulsions, and 
we almost lost him. I have a record in my own handwriting 
of those convulsions—110—and as I think of them now T 
am once again.in the nursery in that old rocking chair, 
holding him in my arms, with a bottle of chloroform at 
my elbow and a de ssperate prayer in my heart. He lived 
and began to thrive, only to drink carbolic acid one day 
a year or so later, and again we nearly lost him. For days, 
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one or the other of us would sit by the bed with the in- 
tubation set ready, listening to that loud stertorous breath- 
ing which might cease at any moment. 

And so it went. I was nursing every day, but not pro 
fessionally. 

Q. When did you begin to write? Did you always have 
the desire to write? 

A. I was 15 when a local newspaper advertised for short 
stories. I wrote three, which were accepted, and I received 
one dollar each. After that I abandoned writing as a means 
of livelihood. I have no recollection of those earlier efforts, 
except that they must have been terrible, but my uncle said 
the ~ was enough plot in them to make a book. 

I always wanted to put the drama of hospital life on 
paper. I wanted to write it. I wanted to write about the in- 
justices, violence, and kindnesses of life. I wanted to record 
the quiet drama of the ward, the big dressing carriage being 
wheeled in, moving from bed to bed. I wanted to depict 
the faces of the men as they waited their turn. I wanted to 
record the intern who, failing to secure skin for a burned 
case, rolled up his sleeve and sliced it off his own arm. 

But I could not write. It was beyond me then. I would 
go to my room on my off-duty hours with my pad and 
pencil and bravely go to work. Then I would stop. I was 
too tired, too lac ‘king in experience. Perhaps I felt too 
much. I have never written it. ¢ 

Then there came a day, after my eldest son came down 
with diptheria and I contracted it from him. When that 
convalescence was over, I had begun to write. The nurse 
who cared for me told me about a magazine that was 
advertising for verse. She suggested I try it. And try it I 
did, the two “poems” were accepted, and I received $22 
for them. The incredible had happened. I was writing. 


Q. Did you continue to write verse? 


A. Reams of It was very bad verse, indeed, but now 
and then a poem would sell for $10 or $12. When I was 
well again I wrote a book of poems for children. I took 
that manuscript to New York to hunt a publisher. I walked 
about all day, wearing blisters on my feet, but was unsuc- 
cessful. 

I gave it up, this strange itch to put words on paper. 
I was 27, and what did I know to write? People did not 
want realism; they wanted adventure, romance, to sublimate 
their drab lives, to escape for at least a 
fictional world. 


few hours to some 
Q. When did you really begin to write seriously? Why? 
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A. I was quite literally forced to write. An unforeseen 
event, the stock market crash, left us heavily in debt. I 
met this crisis as any woman would. I did all my own 
work at home, cared for the boys, took calls for my hus- 
band, kept all the records. Then, late at night, when every- 
thing else was done, I began to write. And my very first 
short story sold for $34, at two cents a word. I sold a total 
of 45 stories and novelettes at prices ranging from six dol- 
lars and up, and I earned a total of $1,842.50 that first year. 

Q. Your first novel, “The Circular Staircase,” and your 
second, “The Man in Lower Ten,” along with others, be- 
came national best sellers. Now, many years later, they 
still are in print. How many books have you had pub- 
lished? 

A. About 60, not to mention many short stories, plays, 
and articles. 

Q. Did your writing take time away from your family? 

A. A woman with a career and family must indeed carry 
a double burden. But I decided never to let my writing 
interfere with the family. My husband and children came 
first; the slam of the front door was a signal to put down 
my pen. I was determined to give my family primary con- 
sideration. Of course, once in a while under pressure I 
would disappear for an hour or so and go to my desk, but 
these times were rare. 

Q. Many nurses today are married and have families. 
Many are forced to work to supplement income; some work 
because they love to nurse and want to fill a gap in their 
lives. Many are going to school to acquire higher educa- 
tion. To them this means carrying a rather heavy burden 
of family responsibilities, work, and studies. Would you 
have any advice which might help them? 

A. It is a difficult question to answer, for every woman’s 
situation is a little different. Any married woman who 
chooses a career should consider the economic value of her 
contribution before she makes her choice. The organiza- 
tion of a career into two parts, work and home, implies a 
certain amount of time for leisure. Many women lack lei- 
sure today simply because they lack system. It isn’t lack 
of time, but a sheer wanton waste of time and often nat- 
ural indolence that lies behind disgruntled women who 
want to work, or must work and have a family, too. Many 
want the prestige of achievement without expending the 
time and effort which it requires. 

Q. Mrs. Rinehart, what do you think about the handling 
of money in a family where the wife works? 

A. I believe that all funds should go into a common ac- 
count. There is no thine and mine. Sometimes a woman 
regards her earnings as her own, to use as she likes, while 
her husband bears the family burdens unassisted. 

If a marriage is not a joint affair, financially and other- 
wise, it is no true partnership. I think many of the com- 
plaints against earning wives arise from this cause. The 
hit-or-miss homemaking of too many earning wives is no 
compensation to the man who must bear the burden. 

Q. You have been writing for about 50 years. In spite of 
the fact that you did not want a career, you have had great 
success as a writer. If you had to do it all over again, would 
you still write? 

A. I am not sure, Mrs. Miale. Sometimes when I look 
back I wonder whether I have had a career or a career 
has had me. No, I am not at all sure that I would attempt 
to start those long lonely years again, the door closed, the 
telephone shut off, and my own face drawn and tired at the 
end of the day at the desk. For one thing, there is too 
much competition now, too many young vigorous writers, 
too many books, even too many publishers. 

No, I never wanted a career, since I must use that word. 
[ had started only to help my husband. But it was like 
getting on an express train and not being able to get off. 
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As I worked, I changed my scale of living, and I was always 
catching up with myself. 

Q. Is writing important to you now? Do you still write? 

A. I have not been too well the past few years, and into 
the bargain a Dupuytren contracture in my right hand 
makes writing difficult. You see, I have always done my 
work with a pen and never learned to use a typewriter. 
After all, I have been working a good many years, so I feel 
that I am entitled to take things a bit easier. But the urge 
to write is still there. 

Q. About 20 years ago you had a cancer operation. How 
did you learn you had cancer? 

A. It was a warm, bright afternoon when I discovered it. 
If ever a woman seemed secure from illness, it was I. I 
was enjoying the day, fishing, when I felt a nagging pain. 
And then I found a lump in my breast. It was small and 
I was lucky. I acted without delay. As a result I was 
given another long lease on a full life; a lease that has 
lasted 22 vital years. 

Q. Were you shocked to learn you had cancer? 

A. The experience with cancer was an emergency for 
which I had to gather all my forces. It would not be truth- 
ful to say that a cancer breast operation is a trivial thing. 
It is a shock to discover you are suffering from a disease 
that kills many thousands every year. And recovery often 
involves complete mental and physical re-education. I had 
to face the fact of removal of a breast and underarm glands. 

For a while it impaired the mobility of my left arm, but 
I regained total use of my arm. By autumn of that year, 
I began a new mystery novel, The Wall, and the following 
year I went to England for the coronation of George VI. 

Q. Did you change your activities after the operation? 

A. No, the operation really changed nothing. I swam, 
fished, played golf, and worked as hard as ever. Compared 
with other experiences, my cancer operation was not one 
of the worst experiences I've had. Certainly it was the most 
crucial and challenging. I was born for the second time 
after it. 

Q. In your autobiography you say that during your life 
you have had 15 operations, not to mention other illnesses, 
Mrs. Rinehart. 

A. I don’t enjoy talking about my health. At the same 
time, I grow impatient with the hush-hush and closed-cur- 
tain approach to the discussion of disease. As to cancer, 
I want to talk about it and so sound a warning to others. 
The most common cancers are usually in accessible sites, 
and early diagnosis is possible. Nurses, as well as other 
people, need to have regular check-ups, for prompt detec- 
tion and treatment can save many lives. 


Q. Mrs. Rinehart, do you still travel? 


A. As I said, I have not been too well the past few years. 
I haven’t been able to travel as much as I would like, at 
least to the far places of the world. I spend my winters in 
New York and Florida, my summers in Maine. 


Q. Has your life changed much with advancing age? 


A. As I grow older, I find the family of increasing im- 
portance. Dr. Rinehart died in 1932, and shortly there- 
after I moved from Washington to New York to be near 
my three sons and their families. I have 12 great-grand- 
children, and at times I feel very much like a matriarch. 

I am a member of the board of directors of Rinehart and 
Company, am interested in various charities, and read a 
couple of books a day as I have done for many years. I 
find life challenging and stimulating, and feel that great 
things are ahead for our country and the world. I have 
never been a pessimist, and as I frequently say to the many 
people who write me about their problems, never overlook 


the word “hope.” 
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A summer at camp helps the 
young diabetic to realize he 
is not alone; he can live a normal, 
active life like other youngsters. 


CAMPING 


for 


Diabetic 
Children 


by MARGUERITE M. MARTIN, R.N. 


E' ERY child has the right to enjoy 
life to its fullest. And outdoor liv- 
ing, with its sports and nature studies, 
is a necessary part of a happy child- 
hood, especially for the diabetic. 


Benefits of Summer Camps 


Annual re-evaluation of juvenile dia- 
betics in the hospital or camp is de- 
sirable in the opinion of Dr. Priscilla 
White,’ international authority on dia- 
betes in children. How enjoyable re- 
evaluation can be when accomplished 
in a summer camp. 

The diabetic child at times feels very 

1Joslin, Root, White, and Marble, Treat- 
ment of Diabetes Mellitus, 9th ed. ( Phila- 
delphia, Lea and Febiger), p. 655. 
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Blood is taken and checked twice a day, three times a week. 


ilone, and is therefore a fertile 
field for the development of emotional 
trauma. Sending the child to a summer 
camp is a means of preventing such 
trauma because, while there, the child 
learns that he is not alone with his 
ailment. 

The juvenile diabetic must be made 
to see that it is possible for him to lead 
a normal life if he follows the rules of 
good diabetic care. Participation in 
sports is a means of proving this to him. 
In addition, medical science benefits 
from such an opportunity of observing 
over a period of time the reaction of 
diabetic children to treatment under 
conditions of increased activity. 

Since juvenile diabetes requires care- 
ful supervision, the attendance of the 
diabetic child at camp permits the 


much 


mother to enjoy a respite from her 
months of vigilant care, with the assur- 
ance that her child is enjoying camp 
life while receiving the most skillful 
care. 

Many other benefits result from a 
stay at camp. Lessons in democracy are 
learned as the child of parents of lim- 
ited means shares a cabin with the 
child of well-to-do parents. The child 
learns, too, life’s most important lesson 
-how to get along with others. I should 
like to tell you about two camps typical 
of the 26 camps operated in the United 
States for diabetic children, which help 
the children receive these benefits. 

The Clara Barton Birthplace Camp 
for diabetic girls was established in 
1931 in North Oxford, Mass., by the 
Association of Universalist Women, in 
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collaboration with Dr. Elliott P. Joslin, 
is a memorial to Clara Barton, a Uni- 
versalist who tirelessly served human- 
ity. Clara Barton, called the “angel of 
the battlefield,” is known as the 
founder of the American Red Cross. 
Having extensive and many 
improvements, the Clara Barton Camp 
its 27th season. Eighty dia- 
girls, ranging in age from 5 to 15 
can be accommodated during 
each of the camping periods. This is a 
total of approximately 250 during a 


best 
acreage, 


is now in 
" 


peti 


ears 


season 

Because of the interest and co-oper- 
ition of the Association of Universalist 
Women, it was possible in 1948 to es- 
tablish the Elliott P. Joslin Camp for 
boys in Charlton, Mass. Both 
camps are located only a few miles 
from the home of Dr. Joslin. It is fitting 
that a camp be named for Dr. Joslin 


cliabetic 


who, for so many years, has been not 
only the diabetic’s physician but his 
staunch friend as well. This camp can 
also accommodate 80 boys, 5 to 15 
years old, during each camping period 
for a total of approximately 250 boys a 


season 


Camping Periods 


\t both camps there are three camp- 
ing periods of three weeks each, com- 
mencing in June and ending in August. 
The children are housed, according to 
in modern cabins located near the 
attend the camps 
the states, as 


age 
water. Youngsters 
from practically all of 
well as Canada 

The Clara Barton Birthplace Camp 
and the Elliott P. Joslin Camp are op- 
erated as joint projects of the Associ- 
Women and the 
Diabetes Camp, Home, and Hospital 
Fund, with an experienced camp di- 


ation of Universalist 


rector in charge at each camp. Patients 
of any physician may attend either 
camp. Parents of prospective campers 
are asked to pay all, or part, of the 
weekly rate for each camper, according 
to their ability to pay. No child, how- 
ever, is refused admittance because of 
inability to pay. 

Information about the camps may be 
obtained from The Association of Uni- 
versalist Women, 16 Beacon St., Boston 
8. Mass., or Diabetes Foundation, Inc., 
170 Pilgrim Road, Boston 15, Mass. 


Medical Program 


The aim of the camps’ medical pro- 
grams is to keep each camper’s diabetes 
under as good control as possible and 
still permit him to enjoy all the activi- 
ties of a nondiabetic children’s camp. 

Dr. Alexander Marble and Dr. Pris- 
cilla White of the Joslin Clinic super- 
vise the medical programs and make 
frequent visits to the camps. The resi- 
dent medical staff at each camp is 
composed of a physician, three regis- 
tered nurses, three laboratory techni- 
cians, and a dietitian. 

The medical center at each 
consists of the physician’s office, nurses’ 
quarters, and a treatment room for ex- 
aminations, emergencies, and for the 
administration of insulin. The medical 
centers contain small infirmaries 
where campers with minor illnesses may 
be kept until sufficiently recovered to 
return to their cabins. 

Upon admission to camp, each child 
is given a complete physical examina- 
tion and instructed to report promptly 
any discomforts, injuries, or insect bites. 
The children have impressed upon them 
the importance of prompt treatment of 
all injuries, particularly when there is 
a break in the skin. They are taught to 


camp 


also 


Children at the Clara Barton Birthplace Camp prepare to fire ceramic products in 
the camp‘s kiln. Arts and crafts is a favorite pastime for less active periods. 





22 


detect quickly, and report promptly, 
any signs of insulin reaction—either in 
themselves or in their friends. 

Because of the activity which is a 
part of any camp life, minor insulin re- 
actions are occasionally unavoidable. 
These are detected and treated with 
speed and skill. Coke syrup is Dee 
for mild reactions, and it is immediate- 
ly available anywhere on the grounds. 


Duties of the Nurses 


Nursing service is available 24 hours 
a day, one nurse being on call each 
night. Urine and blood-sugar reports 
are recorded on the campers’ perma- 
nent records by the nurses, who ad- 
minister all insulin injections. Children 
hospitalized in the infirmaries receive 
constant care. The nurses treat any in- 
sulin reactions or minor injuries which 
develop, reporting serious cases to the 
physician. There are two daily infirmary 
calls, during which time campers re- 
port for medications or for treatment 
of any discomforts they have developed. 

Health talks are scheduled, according 
to age groups, at regular intervals; 
during these talks nurses and dietitians 
discuss diabetic care. The treatment of 
injuries, recognition of reactions, test- 
ing of urine, hygiene, and the necessity 
for adherence to diet are explained in 
a manner understandable to each age 
group. Because of the heredity factor 
in diabetes, the subject of marriage and 
the diabetic is discussed with the older 
campers. While at camp, children who 
have never been taught to give their 
insulin are taught how to do this. 

Both camps have _ well-equipped 
laboratories where urine specimens are 
examined four times a day—before each 
meal and at bedtime—and twenty-four 
hour specimens are examined daily for 
quantitative glucose content. Capillary 
blood sugars (by ear puncture) are 
also taken at regular intervals. A com- 
plete medical record of each camper is 
kept and reviewed each day by the 
resident physician who adjusts the in- 
sulin dosage as required. 

Diets are prescribed in accordance 
with each child’s metabolic needs. The 
campers, the staff—-which includes a 
full-time dietitian—and visitors eat the 
same food, at the same time, and in 
the same spacious dining rooms. Gram 
scales are on the campers’ tables, and 
counselors sit with the campers and 
weigh the diets. One child at each 
table is assigned to assist with the 
weighing. This is done to familiarize 
the children with the Gram scales, as 
well as to impress upon them the im- 
portance of adhering to their diets. The 
fact that everyone eats the same type 
of food impresses upon the children the 
fact that the modern diabetic diet is 
ample and nutritious. 
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Conde 2 
Younger boys at the Elliott P. Joslin Camp have their own play area close to their cabin. After meals, when blood sugar rises 
and remains at a high level for about two hours, it is safe for the chiidren to ‘ake part in such activities as ball-playing. 


counselors 
campers— 


Junior and _ senior one 


counselor for every three 
are important members of the camp 
staffs. 
students. The duties of the counselors 
ire varied, and they play a vital part 
in the care and entertainment of the 
children. Two counselors live in each 
with the children. In fact, the 
counselors are constant companions to 
the children, and never leave the chil- 


dren out of their sight. 


All senior counselors are college 


( abin 


Activities 


At each camp there is a program di- 
rector, an arts and crafts director, and 
two waterfront directors to conduct the 
recreational programs with the aid of 
the counselors 

The diabetic child at camp partici- 
pates in the same sports as the child at 
any nondiabetic camp. In order to avoid 
the nature 


of these activities is determined by 


insulin reactions, however, 
blood-sugar levels. The day is there- 
fore divided into active, less active, and 
quiet periods. Less active and quiet 
periods are held when the blood sugar 
can be expected to be at a lower level, 
as it is before meals. During these 
periods, activities which involve less 
physical exertion are enjoyed—arts and 
crafts, nature studies, croquet, archery, 
dramatics, and group singing. 
The blood after 
and remains at a higher level for about 
two hours, which provides safety time 


sugar rises meals 


zones for the diabetic to engage in the 


more active sports of baseball, bad- 
minton, dancing, swimming, rowing, 
volleyball, basketball, gymnastics, and 
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track 


are given over to quiet activities, such 


Half-hou periods before meals 


as resting, reading, and writing; these 
periods are held in the cabins. 
A popular program is arts and crafts, 


which is held at least twice a week 
with the arts and crafts director. 
Swimming and boating are very 


popular, and beautiful ponds are |lo- 
cated on the grounds of each camp. 
Waterfront directors have charge of all 
Any child who 
dees not know how to swim, and wishes 


watertront activities. 
to learn, can learn at camp. 

Dancing (square, jitterbug, and folk) 
is enjoyed at frequent intervals, and 
one dramatic presentation is put on 
during each camping period. One of 
the happiest days at camp, however, is 
the day the youngsters are taken by 
bus to visit Dr. Joslin, and have the run 
of his large farm 

rhe camps are open to children of 
ell races and creeds. However, religious 
duties of the children are not neglected 
away from home. Cath- 
taken to Mass; non- 
denominational services are held for 
the other children in the recreation 
buildings. In addition, a brief philoso- 
phy of life program called “A Thought 
for the Day” is held each morning. 


while they are 


olic children are 


Other Camps 


Twenty states now have camps for 
children similar to the two 
this article.2 All 


diabetic 


camps described in 


2“Camping Time Is Here Again,” ADA 
Forecast, Vol. 11 (May-June, 1958), pp. 
4-10, 





have the same fine purpose, are oper- 
the 
have the same enjoyable programs. Al- 
most without exception, parents and 
guardians are asked to pay only what 
they can afford. Camps are located in 
Alabama, California, Illinois, Indiana, 
Massachusetts, Michigan, Minnesota, 
Missouri, Nebraska, New York, North 
Dakota, Ohio, Oregon, Pennsylvania, 
South Dakota, Tennessee, Texas, Wash- 
ington, West Virginia, and Wisconsin. 


ated in much same manner, and 


Information about any camp can be 
obtained from the American Diabetes 
Association, 1 East 45th Street, New 


York 17, N. Y. 

Nurses interested in the happiness 
and well-being of the child with dia- 
betes should do all in their power to 
encourage the establishment of summer 
camps for diabetic children. They are 
welcome to visit the camps and see for 
themselves the benefits of camp life. 

Diabetic children their 
homes healthier, happier, and _ wiset 
after a stay at summer camp But many 
children are not 


return to 


diabetic 
aware of the existence of these camps 
During their classes with these mothers 
nurses can acquaint them with camp 


mothers of 


programs and stress that no child is re- 
fused admittance because of inability to 
pay. Nurses can help, too, by telling 
adult diabetics of camp programs for 
diabetic children. Many adult diabetics 
would be eager to give financial as- 
sistance to this worthy cause. 

One adorable little girl at the Clara 
Barton Camp attested to the tremen- 
dous morale value of a stay at summet 
camp when she told me, “I could have 
lots of things worse than diabetes.” 
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Ff TER Miss Bowen's discussion of “Teaching Learning— 
Evaluation: One Gestalt” at a general session of the 
1958 Workshop on the Dynamics of Teaching (published 
in the September issue of NURSING WORLD), the par- 
ticipants broke up to meet in their respective subgroups. 
Here they related the points of the paper to their own 
situations and formulated questions for the afternoon general 
session. Each of the five groups chose one of its members 
to represent it at a roundtable discussion where Miss Bowen 
was to be their resource person. A luncheon meeting with 
an appointed moderator helped to give this group an oppor- 
tunity to get to know each other and decide upon how the 
meeting would be conducted and the similarities and dif- 
ferences of their problems. It was agreed that the group 
representatives would present all their questions at the gen- 
eral session, then Miss Bowen would discuss them. 


Miss N. Johnson (Moderator): I should like to introduce 
to you the group representatives: Group I, Mrs. Brann, 
assistant director of education at the Mendota State Hos- 
pital in Madison, Wis.; Group II, Miss House, clinical in- 
structor in surgical specialties at the University of Nebraska 
School of Nursing; Group III, Miss Sweeney, instructor in 
psychiatric nursing at the Albany Medical Center School 
of Nursing in Albany, N. Y.; Group IV, Miss Hensel, clinical 
instructor in the operating room at the University of Ne- 
braska School+ of Nursing; and Group V, Mr. Sawatzky, 
clinical supervisor at the Menninger Hospital in Topeka, 
Kan. 

Mrs. Brann: If a student is expected to learn how to act 
independently, why do we want her to conform in the 
first place? How do we motivate students? How can we 
determine our responsibilities for setting limits that do not 
interfere with a student's freedom to grow? 

Miss House: How can we set up a fair grading scale, 
taking into consideration all the variables? How can we 
be sure we are evaluating a student from an impersonal 
viewpoint? 

Miss Sweeney: What should we be looking for in a 
student evaluation? How helpful is the use of a student’s 
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self-evaluation in conferences with head nurses? What is 
the relationship of anecdotical records to a rating scale? 
How can an instructor handle a student's personal problem, 
which in the instructor's estimation, should be kept con- 
fidential for the best interests of the students but not for 
the school? 

Miss Hensel: How can constructive limits be set up until 
a student is ready to develop her own limits and self-control? 
How can the staff nurse be incorporated into our teaching 
program so that she is able to assist in the teaching and 
evaluation of students? How can students evaluate them- 
selves in terms of what the instructor expects of them? 

Mr. Sawatzky: How can we reconcile ourselves to one 
of the nursing traditions that seems to discourage socializing 
between an instructor and students outside the classroom 
or working situation? What are some of the guideposts to 
which Miss Bowen referred that can aid instructors in 
evaluating themselves? 

Miss Johnson: Miss Bowen, you can see that the ques- 
tions indicate much interest in evaluation. However, each 
group seems to have a different problem for your consid- 
eration. Will you please take it up from here? 

Miss Bowen: Your questions on self-evaluation seem to 
be concerned with its usefulness to instructor and student, 
as well as how it should be done. Our guideposts depend 
on established objectives. If an objective, then, is to help 
a student become self-directing, self-evaluation may help 
in discovering knowledge about one’s self. 

Therefore, some opportunity should be provided for a 
student to evaluate herself. You might start early in your 
program with some study on the foundations of human 
behavior; this would help a student -understand herself. 
In some nursing schools students evaluate themselves on 
the same rating scales the instructors use. Significantly, 
some of our studies showed that students tend to be more 
critical of themselves than others are of them. I don’t know 
why, but it seems to be a common tendency for us to rate 
ourselves lower than someone else is likely to do. 

So rating scales are helpful tools in self-evaluation. A 
good rating scale indicates, for example, how well a student 
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comforts a patient, whether she is economical of equipment. 
Therefore, a student may be able to assess herself on the 
same points as you do, and any difference or agreement 
in the evaluations becomes a valuable basis for checking 
self-estimates. 

It would be somewhat difficult for a student to evaluate 
herself in terms of what an instructor expects of her unless 
she knows what the instructor’s expectations are. Here, 
we might refer to the need for clearly defined objectives. 
What kind of a person do we expect a nurse to be? What 
does she need to know? What skills are required of her? 

If you expect her to become skilled in problem-solving 
you will need to provide appropriate experiences and then 
assess how she reacts to them. We should also note how 
likely we are to set up course objectives and then fail to 
let the students know about them! 

Now, suppose I were to go on a psychiatric nursing 
affiliation. It would help to have the instructor tell me 
about her objectives in planning the experience for me. 
In this way, her goal would give me something toward 
which to work. Then, too, my participation in establishing 
some of the goals may help me in becoming self-directing. 

Guideposts for an instructor’s own self-evaluation may 
follow similar lines. After establishing her goals the instruc- 
tor needs to determine how well she is achieving them. 
An enlightening experience is provided by studying writ- 
ten (but unsigned) evaluations of her by the students. 

Mise Johnson: 1 should like to ask about how students 
can help to set Ra for a psychiatric affiliation. Should 
the instructor have some already established goals? If so, 
would it be better to tell the students about them before 
or after they have formulated their own? 

Miss Bowen: I'll try to relate your question to my recent 
experience in teaching a course on curriculum. started 
with objectives that I had in mind for graduate students in 
nursing education, only to find that five of the eight stu- 
dents were public health nurses who would not need some 
of the work I had planned. So I asked them what they 
wanted to get from the course. : found that they wanted 
to know how an affiliating program in public health could 
be integrated into the total nursing curriculum. 

By getting their help, I was able to change the emphasis 
of my original plan. You, too, will find that each class you 
teach differs somewhat because of the variations in the 
composition of groups. Your objectives can be reassessed fur- 
ther by having former students tell you what they thought 
about them. In answer to your question, Miss Johnson, 
your students could tell you after their psychiatric experience 
what they thought about the objectives for the course. In 
this way, you will be helped in determining your objec- 
tives for subsequent students who are not ready to know 
what they need at the beginning of a course. 

As an example, I used to teach students in curriculum 
courses about rotations, and they disliked what they con- 
sidered hard work. But I knew that they would ev entually 
need to be able to meet the problem of rotations. Further 
justification came when they later told me individually: 

“I'm so glad you made me do it.” Therefore, as a teacher 
I have to maintain some of the objectives about which the 
student has not become aware. By knowing what a student 
is likely to face as a graduate, I must guide her to that end, 
even though she resists my efforts. There are frustrations 
in teaching as well as in learning. You, too, will need to 
know what a nurse is likely to face in her work; you should 
set up your objectives to help her as best you can, even 
though she may not see until later what you have been 
working toward. 

Miss Johnson: Our discussion on the teacher’s self-evalu- 
ation led us to consider not only the assessment of the 
teacher, but also to think about her as a person. We found 
that a teacher is good or poor because of how she is as a 
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person. Could you give us some help on how best to evalu- 
ate ourselves as persons? 

Miss Bowen: Let us think together of ways this might 
be done. What is meant by “as a person”? Are you refer- 
ring to breadth of interests or how one keeps up to date 
with reading and current events? Do interests outside our 
profession help to enrich our lives and thereby our pro- 
fessional contributions? Do we accept professional respon- 
sibilities and participate in community activities? If not, 
why? Not enough time? 

What are you looking for in evaluating this total person? 
From an indefinite number of activities ‘and responsibilities 
each one of us necessarily selects those in accordance with 
our individual performances (based on a self-ideal), and 
then we use appropriate measures to evaluate ourselves. 
You will not find any single form of self-evaluation suitable 
for every person. 

All of us tend to assess ourselves in some way, even 
though we may not always be aware of doing so. We may 
wonder about the kind of mistakes we make. Are these 
repetitious? Are they of little consequence, or should some- 
thing be done about them? How can our limitations be 
faced honestly and our strengths used to good advantage? 

You queried the possibility of objectivity in evaluation. 
You will find this possible in measurement, but evaluation 
is bound to be subjective. However, even a rating scale is 
made out subjectively, according to our biases and preju- 
dices, our likes and dislikes. We seek objectivity by get- 
ting a number of estimates from different people and using 
the assessments which are generally agreed upon rather 
than the one which is likely to be a distortion of the rater. 

Miss Johnson: We consider feelings as subjective, but are 
they not an important part of evaluation? What does matur- 
ity have to do with our self-awareness? 

Miss Bowen: The maturity of an instructor might lead 
her to admit that she would rather not rate a student if she 
felt subjectively uncertain about her. Such feelings some- 
times make us overrate a student because of our fear of 
being considered unjust. Sometimes, too, we distrust our 
feelings, thinking they are negatively subjective when really 
they are also positive measures of our respect and liking 
for others. 

These are all considerations for us to keep in mind when 
considering the participation of a staff nurse and a head 
nurse in making evaluations. How does the clinical instruc- 
tor use what they say about a student? The nursing student 
receives a fairer estimate from those who have directed 
her work rather than by the clinical instructor, alone. 

These evaluations, however, are not readily performed 
without some guidance and preparation, such as comes 
with advanced study in these areas. Trends in nursing 
show the importance of team leadership, and this requires 
some foundations in teaching and administration in our 
basic educational programs. Not only would this apply to 
the evaluation of nursing students, but also to evaluation 
of aides or practical nurses. Such preparation is a neces- 
sary part of professional nursing, supplemented by inservice 
education, workshops, or advanced education. 

Recording anecdotes helps to support your estimates of a 
person. When you judge a student who in turn challenges 
you by asking for an explanation, your anecdotical records 
will come to your aid as objective evidence that on a 
particular day a specific occurrence was considered good 
or bad practice. Nursing is not only caring for patients. 
A sound philosophy of guidance and help becomes a part 
of the emotional climate of the environment where workers 
are involved in a team relationship. 


The next article will complete this discussion on specific 


concerns about the application of Miss Bowen's theories 
on measurement and evaluation. 
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ls too much emphasis being given to the independence of the 
patient? Should more consideration be given to determining 
when the patient is ready to go out on his own? A nurse-author 
tells of her experience with a leg injury and offers some 


suggestions on how the nurse can use her ingenuity to help 


the Patient 


on Crutches 


by MARGARET S. TAYLOR, R.N. 
Mssociate Professor, University of Cali- 
fornia. School oj Nursing, Berkeley, Calif 


Fy eehe but painful injury recent- 


ly put one of my legs in a cast 
from hip to toe, but not quite to the 
tip of the toes. Crutches became the 
only means of locomotion for a brief 
eternity of three weeks, but fortunately 
I had to spend only 48 hours away 
from my job. However, real efficiency 
in my work was delayed somewhat 
longer. 
Frustrations 
tions hard to keep below the surface. 
A number of things I learned rather 
rapidly and forcefully, some old, some 
new. Perhaps it would help other pa- 
tients and nurses to share some of this 


were numerous, irrita- 


knowledge 

With the toes, especially the big 
toe, protruding two inches from the end 
of the cast, one tends to knock them 
frequently, as does everyone else. The 
result is quite painful, not just for a 
moment or two, but for several hours. 
A friend’s ingenuity helped me out of 
this predicament. He built a cage-like 
protection—a small edition of a base- 
ball catcher’s face protection, with the 
back and front exactly alike 

This was strapped onto the cast with 
adhesive tape, making it easy to re- 
move for washing the toes. Over this 
cage a nylon stocking was placed for 
a little more aesthetic appearance and 
protection from the cold. When it is 
warm, it offers protection from insects 
and flies. The latter is important since 
a cast to the hip makes it difficult to 
reach the toes. Comfort distinctly out- 
weighed the slight additional length 
given to the foot. 

The cage is firm and solid enough 
that when it is accidentally knocked, 
particularly against a hard, immovable 
object, the foot is not hurt; seldom 
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does it allow vibrations to go through 
the cast to the leg and cause pain. 

You cannot tell whether the crutches 
are just right (especially if they need 
only slight adjustment) the first few 
times you try them out. Try not to be 
stampeded into saving, “The crutches 
are fine,” just to be nice and not a 
nuisance. If they are not all right, you 
will eventually become an _ actual 
nuisance—to yourself and others. After 
a few trials it may be clear that the 
crutches are a little too long, the hand 
braces a trifle too high. But just try to 
get the special screwdriver needed for 
adjustment! It becomes a most sought 
object. When I had this problem ac- 
quaintances would say, “Are your 
crutches not a little high, aren’t the 
handrails a trifle off?” But after three 
days of answering, “Yes, I need a 
screwdriver,” with no results, an ac- 
quaintance took the crutches and using 
the special-type screwdriver that he 
had, made the necessary adjustment. 
At long last the armpits lost their sore- 
ness and the crutches gradually became 
more comfortable. 

Body alignment is very important; 
talk about it is abundant. At the pres- 
ent time, acquiring it, whether in a 
wheelchair, bed, or on a couch, is left 
almost entirely to the patient. The idea 
to help the patient be independent and 
help himself do everything within rea- 
son without assistance is certainly com- 
mendable. This no one will deny. But 
it seems carried to an extreme at times. 
Was there not a cogent concept once 
that timing in relation to fostering in- 
dependence was considered of vital sig- 
nificance, that some help, freely given, 
even encouraging some temporary de- 
pendence might lead more quickly to 


independent action with far less frus- 
tration and trauma? Revitalization and 
intelligent use of this concept, where 
and when appropriate, would seem to 


be an idea worthy of considerable 
thought. 
Sliding doors that do not slide 


readily and have small inverted finger- 
tip grips and small scatter rugs, even 
though they have nonskid backs, cause 
much difficulty for the person on 
crutches. Chairs just out of reach, or 
that can be barely touched with the 
tips of the fingers, with polished legs 
resting on a polished floor, tend to tilt 
if grabbed at an angle. All these be- 
come major hazards and lead to frus- 
trating, exasperating, avoidable experi- 
ences. Yet eliminating these obstacles 
or helping the patient overcome them 
makes life easier and more pleasant for 
evervone. 

No matter how well the patient keeps 
up face, accidents are shocks. New ad- 
justments require a few tries, and some 
things have to be learned by trial and 
error. Plaster of Paris is heavy, making 
fatigue come easily to the patient who 
has some of his leg in such a cast. 

One is vulnerable and easily de- 
moralized by simple comments. To un- 
derstand this, let us look at the experi- 
ence of one such patient. In a public 
washroom off a conference room, Miss 
A, on crutches, is struggling to get a 
paper towel out from the holder that 
isn't working, although filled with tow- 
els. She is balancing on the good leg, 
which gets unbearably tired. The only 
other person in the washroom is Miss 
B, an acquaintance from the same con- 
ference room, who sees Miss A’s strug- 
gle as she herself pulls a towel from a 
rack that is in good running order at 
the other end of the very long wash- 
room. 

Miss B uses the towel, then, as she 
goes through the heavy doors near Miss 
A, she smiles and says, “It is exasper- 
ating when towels stick, isn’t it?” The 
heavy doors swing shut. 

Would it not have been much better 
if Miss B had aided Miss A to get a 
towel? Such action would not have 
made Miss A unduly dependent. 


The Problem of Clothing 


Suitable clothing is a problem for the 
patient using crutches, yet it is easily 
conquered. Dresses and robes with 
patch pockets are a boon, for even a 
small cup of water fits in the pocket. 
And it can be carried safely and easily 
without spilling. Since stockings have 
to be held up, a garter belt can be worn 
with the garters cut off the belt on the 
side with the leg in the cast to make 
it more comfortable. Otherwise one in- 
evitably sits on the loose back garter, 


(continued on page 34) 
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DRUG THERAPY 


by JOAN SARVAJSIC, R.N. 


Formerly Instructor in Pharmacology, 
Bellevue Schools of Nursing, New York City 


The Clinical Course of Essential Hypertension 


In this, the second in a series of three articles on essential 
hypertension, the clinical course of essential hypertension will 
be discussed. The management of this disease will be the sub- 
ject of the article in the November issue. 

The clinical course of hypertensive disease follows a rather 
set pattern, but the speed with which it progresses varies greatly. 
If the disease progresses slowly over a period of many years it 
is frequently called benign hypertension. Rapid progress of the 
disease signifies malignancy and death ensues in a few months. 
These days, the use of the terms “mild” and “severe” as the 
descriptive adjec tives is preferred. 

The onset of hypertension is insidious. Periodic examination 
at the onset shows a diastolic blood pressure that, at times, is 
somewhat elevated; at other times it is entirely normal, and 
sometimes it’s on the borderline. Frequently the blood pressure 
will return to normal and remain at that level. 

In approximately two-thirds of the patients, however, the 
blood pressure eventually becomes constantly elevated. Such 
patients usually remain asymptomatic for years, and were it 
not for blood-pressure readings, there would be little or no 
evidence to suggest the presence of the disease. Ordinarily a 
patient between 40 and 50 seeks medical advice because one or 
more complications of hypertension is bothering him. Such 
complications include headaches, failing vision, cerebrovascular 
accident, exertional dyspnea, angina pectoris, and coronary throm- 
bosis. At this time the diastolic pressure is usually in excess of 
100 mm. of mercury, but rarely over 125 or 130mm. The height 
of the blood pressure bears little relation to the severity of 
the process; it is only by evaluating the complications of the 
hypertension, rather than the height of the blood pressure itself, 
that the physician can determine the progress and severity of 
the hypertension. These complications may occur 10 or 15 years 
after the onset, but may appear at other times, too. 

The vulnerable organs for hypertensive complications are 
the heart, brain, and kidneys. The heart becomes enlarged 
and eventually may fail. Retinal examination usually shows 
arterioles that are narrower than normal, having an irregular 
caliber in their outline. As a rule, renal function is not signifi- 
cantly impaired unless there is some underlying renal disease, 
and urinalysis may be normal or show a small amount of protein 
and a few casts. 

In addition, a variety of neurologic complaints may appear 
as a result of cerebral vascular involvement. These patients, 
nevertheless, may live for many years without apparent changes 
in their conditions. As a matter of fact, many patients with 
benign essential hypertension die from causes other than vascular. 
As a group, however, life expectancy is less than normal, and 
death is usually the result of either cardiac failure, cerebral 
vascular accident, or intercurrent disease. Death from uremia is 
not common in essential hypertension unless there is underlying 
renal disease. 
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Severe hypertension usually occurs in young persons, often 
during their thirties. Occasionally it may be the end result of 
benign hypertension. For some unknown reason, the progress of 
the disease becomes telescoped in a relatively short time—usually 
less than a year. Complications occur in rapid succession, and 
cerebral symptoms—whether or not present before—become 
severe. Cardiac function may deteriorate rapidly, renal function 
decreases, vision fails, and blindness may ensue. Examination 
of eyegrounds at this point will reveal papilledema, retinal 
exudates, and hemorrhages. 

It must be emphasized that while usually retinal vascular 
changes reflect the condition of the arterioles in the body as 
a whole, they do not specifically reflect the condition of the 
vessels in the brain or the kidneys. The general condition of the 
patient is one of rapid degeneration; the character of the 
disease has changed from mild to violent, from a benign to a 
malignant state. 

Microscopic and occasionally gross hematuria, proteinuria, 
and casts are found in the urine. The patient will die from 
uremia. In many cases, however, the patient succumbs to con- 
gestive heart failure or cerebral hemorrhage before reaching 
this stage. The total duration of the illness from the onset of 
papilledema to the renal failure is usually about six months, 
and it rarely exceeds one year. 

The age-old controversy of which comes first, the elevated 
blood pressure or pathological changes in the arterioles of the 
body -especially the kidney—is still unresolved. Renal biopsies 
in early hypertensive disease may show no clear-cut evidence 
of arteriolar nephrosclerosis. Later in the disease, arteriolar 
sclerosis, characterized by thickening of the media, is found 
scattered throughout the body and almost always in the kidney. 
This is the pathology known as arteriolar nephrosclerosis, the 
most important pathological finding in benign hypertension. 

Prior to the stage of nitrogen retention, when the clinical 
course has already become rapid, intimal proliferation of the 
arterioles is usually widespread. Once nitrogen retention occurs, 
necrotizing arteriolitis involving arterioles throughout the body, 
including the kidney, often develops. The pathologist refers to 
this process as malignant nephrosclerosis. Yet, while there is a 
general relationship between the clinical course of severe hyper- 
tension and the histologic appearance of the arterioles, there 
are many exceptions to this generalization. 

The heart gradually hypertrophies, due, in part, to the high 
pressure required during systolic discharge and partly as a 
result of intrinsic disease of the coronary vessels. The increased 
work involves only the left ventricle, since the pulmonary circuit 
is not involved in the hypertensive process. As the left ventrick 
becomes incompetent, dyspnea appears following a degree of 
exertion previously well tolerated. This is followed by orthopnea. 

Paroxysmal nocturnal dyspnea, nightmares, and apprehension 
are further manifestations of left ventricular failure. Atriai fibril- 
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lation may occur, requiring digitalization. It is usually only a 


matter of a year or less after outright left ventricular failure 
before right ventricular failure with chronic passive congestion 
of the viscera, edema, and distension of the neck veins becomes 
manifest. There is, however, great individual variation in the 
rate at which heart failure progresses. This appears to depend 
upon two factors: the rate of progression of the hypertensive 
process and the state of the coronary arteries. When angina 
pectoris is present or coronary thrombosis occurs, the prognosis 
is grave; more than half of the patients with essential hyper- 
tension die from cardiac failure. 

Renal function of the patient with benign essential hyper- 
tension is, for many years, normal or only slightly impaired, as 
judged by concentration and P.S.P. tests of such patients. But 
ifter a while, renal blood flow is reduced, and the filtration 
fraction increases. Barring the development of malignant hyper- 
tension, renal function seldom becomes seriously impaired in 
benign essential hypertension, and death from uremia is rare. 
In malignant hypertension, decrease in renal blood flow leads 
to atrophy of Pg, Presa Autopsy reveals the kidney is decreased 
in size; the surface is granular; the cortex is narrowed, with the 
afferent arteriole particularly showing the changes described. 
The glomeruli become ischemic and hyaline, the tubules de- 
generate, and replacement fibrosis becomes increasingly promi- 
nent as the nephrons are destroyed. About 10 per cent of the 
patients with essential hypertension die of uremia 

Many patients with hypertension suffer from a variety of 
complaints referable to the central nervous system. Typical 
hypertensive headaches are throbbing and occipital, occurring 
in the morning on awakening and characteristically wearing off 
an hour or so after assuming the upright position. Inability 
to concentrate and forgetfulness, especially of recent events, may 
occur in hypertensive patients and in those in the older age 
group with cerebral arteriosclerosis. 

Tinnitus, episodes of weakness, tingling, numbness of hands or 
feet, and partial aphasia are all neurologic —— which may 
appear for a few minutes, hours, or days. Such fleeting neurologic 
manifestations may precede a more serious cerebral vascular 
accident. Approximately one-third of the patients with hyper- 
tensive disease die from such a complication. Cerebral hemor- 
rhage may be one of the more serious complications of hyper- 
tension; the more common cerebral manifestation of cerebral 
atherosclerosis commonly associated with hypertensive disease is 
cerebral thrombosis. 

The symptoms of hypertensive encephalopathy resemble those 
of an epileptic seizure. Headache, vomiting, weakness, a athy 
or excitement, parasthesia, and pallor may be present for mend 
or even several days. The blood pressure rises and convulsions— 
clonic or tonic, and usually lasting only a few minutes—sud- 
denly occur. They are frequently repetitive, and coma ma 
ensue. The patient may recover completely or be left with 
re sidual neurologic damage. 

Atherosclerosis of the large arteries is such a common accom- 
paniment of hhypertensive (arteriolar) disease that it may in a 
sense be considered a complication of the process. It is more 
frequent in patients with hypertensive disease than in others. 
While rare in the young, it is common in those over 50. 

Atherosclerosis usually produces no symptoms until throm- 
botic occlusion of a large artery occurs, As a thrombotic disease 
it leads to cerebral thrombosis, angina pectoris, and coronary 
thrombosis with myocardial infarction, intermittent claudication 
and gangrene of the legs, and infarction of various organs, such 
as the kidneys. Since atherosclerosis is difficult to detect with 
any degree of precision by any method as yet devised, throm- 
bosis and infarction may be the first clue of its presence. Its 
importance cannot be overemphasized because death from the 
atherosclerotic process is far more common than from the hyper- 
tensive or arteriolar process itself. 
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A number of classifications of h ion according to 
severity have been evolved. One of the most widely used series 
of criteria is that of Keith, Wagener, and associates, who classify 
cases according to the severity of the changes in the optic fundus 


as follows: 


Grade 1. Mild narrowing or sclerosis of the retinal arteries, 
in which the arteries are narrowed relative to the caliber of the 
veins. Normally the arteriovenous diameter is about 4 to 5. 

Grade Il. Moderate to marked sclerosis, with exaggerated 
light reflex and compression of veins at arteriovenous crossings. 

Grade Ill. Angiospastic retinitis, with edema, cotton-wool 
exudates, and hemorrhagic areas in the retina superimposed on 
sclerotic and spastic arteries. The ratio of the diameter of artery 
to vein is progressively decreased. At some points arterioles 
have disappeared and may not reach the periphery of the retina. 

Grade 1V. Papilledema or choking of the disk (edema and 
elevation) in addition to the vascular exudative and hemorrhagic 
lesions described in Grade IIL. 

These grades of increasing severity of retinal lesions cor- 
respond in a general way to progressively higher diastolic pres- 
sures and the increased incidence of symptoms and compli- 
cations. 

Another classification recognizes mild, moderate, and severe 
hypertension and malignant or accelerated hypertension, labelling 
them Grades I through IV. 

Grade I. Mild hypertension is characterized by systolic blood 
pressures below 200 mm., and diastolic blood pressures below 
110 mm, 

Grade Il. Moderate hypertension is characterized by sys- 
tolic pressures of 200 to 230 mm. and diastolic blood pressures 
of 110 to 120 mm. Symptoms may not be present, a there is 
good renal function. 

Grade Ill. Severe hypertension is characterized by systolic 
blood pressures between 230 and 280 mm. and diastolic pres- 
sures between 120 and 140 mm. As a rule, in these cases there 
is evidence of complications involving the cardiac, renal, or 
cerebral vascular systems. 

Grade IV. Malignant hypertension has been defined by its 
accelerated progression and various clinical manifestations, but 
the and criterion is the presence of papilledema of the 
fundus, in addition to exudates, hemorrhages, and vascular nar- 
rowing. The diastolic blood pressure is 130 mm. or more. The 
neuroretinal edema, including papilledema, has been related to 
the intense degree of elevation of the diastolic pressure, with 
consequent elevation of intracranial pressure and pathologic 
spasm with focal edema. 

Reversal of malignant hypertension to benign hypertension is 
usually produced by measures which lower the diastolic pressure 
below a critical level. However, very high diastolic blood pres- 
sures may occur without papilledema. Tanventit, papilledema 
has been noted after the disappearance of hypertension, There 
is usually a brief stage during which malignant h ension 
is associated with little or no renal impairment. In a later stage 
there is compensated renal insufficiency, and finally, before long, 
a stage with azotemia or uremia takes place. Cardiac failure is 
common in hypertension. 

It is important, therefore, that the investigation of the hyper- 
tensive patient include not only a complete hae and physical 
examination, blood-pressure measurements, and examination of 
the fundus, but also roentgenologic examination of the chest to 
determine the size and configuration of the heart. An electro- 
cardiogram and such additional tests as may be necessary to 
determine cardiac status should also be performed. It is impor- 
tant to establish the presence or absence of underlying renal 
disease and especially the state of renal function by examination 
of urine, a concentration test, and the 15-minute P.S.P. excretion 
test. The determination of blood urea nitrogen or nonprotein 
nitrogen is also important. 

Only with such a thorough work-up does the patient have 
the best that medical care has to offer him today. 
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ECOLID 


ANTIHYPERTENSIVE AGENT 





DESCRIPTION: Chemically, Ecolid is a bis-quaternary deriva- 
tive of a dialkyl-amino-alky] isoindoline. 


ACTION AND EFFECTS: Ecolid is a potent drug which 
suppresses or inhibits both sympathetic and parasympathetic im- 
pulses by blocking the ganglia of the autonomic nervous sys- 
tem; it is said to be five times as potent in this respect as hexa- 
methonium. After Ecolid is administered, arteriolar constriction 
is diminished, peripheral resistance is reduced, and the blood 
pressure is lowered. Blood flow to the cerebrum is also dimin- 
ished. Since the peripheral resistance is reduced, diastolic pres- 
sure is decreased; orthostatic blood pressure is also ros ll 

Renal blood flow diminishes with fall in mean arterial blood 
pressure, despite a slight diminution in renal vascular resistance. 
The heart rate decreases, and the force of cardiac contraction is 
diminished. Ecolid’s action persists for 16 to 24 hours, its effects 
manifesting themselves within an hour or more after ingestion 
and reaching maximum intensity in 6 to 8 hours. The action 
usually diminishes within 12 to 16 hours. 


USES: Ecolid is used in the treatment of severe forms of benign 
hypertension and also in the malignant phase of hypertension. 
Ecolid may also be used in the treatment of acute hyper- 
tensive crisis. 

PREPARATIONS: At present Ecolid is available in 25- and 
50-mg. tablets for oral use. 


DOSAGE AND ADMINISTRATION: The dosage of Ecolid 


varies between 25 and 300 mg. daily. Initially the patient is 


given 25 or 50 mg. one hour before breakfast, which may be 
sufficient for the entire day. However, if the second dose is 
needed, it should be given one and one-half hours after the 
evening meal; the second dose is determined at home by fre- 
quent measurements of the blood pressure. The initial dose of 
25 mg. is increased slowly by 25-mg. increments until the de- 
sired effect is obtained. 


TOXICITY: Postural hypotension is a common side effect of 
Ecolid, and it may be particularly troublesome in the early 
morning. Blurring of vision associated with mydriasis is espe- 
cially disturbing because it may last all day. Delayed emptying 
of the stomach, accompanied by nausea or vomiting, may occur 
at first. Constipation, decreased force of micturition, and dry- 
ness of the mouth may be noted but to a lesser degree than 
when caused by other blocking agents. 


PRECAUTIONS: Dryness of the mouth, cycloplegia, and consti- 
pation may be controlled by pilocarpine nitrate, 5 mg., three 
times daily, or by prostigmin bromide, 15 mg., one to three 
times daily. A laxative also may be necessary. 

The nurse and patient must both be familiar with the mani- 
festations of postural hypotension, which include weakness, 
dizziness, palpitation, and tachycardia, and especially faintness 
or syncope. Occasionally there is a sudden blackout and —— 
without warning, possibly resulting in injury. The patient shou d 
be told that should such symptoms occur, he must lay down 
immediately. Severe hypotension, which does not respond to 
recumbency, should be treated by intravenous Levophed. 





POTASSIUM THIOCYANATE 


ANTIHYPERTENSIVE AGENT 





DESCRIPTION: Potassium thiocyanate is a colorless, trans- 
parent, prismatic crystal, odorless and hygroscopic, with a cool- 
ing saline taste. 


ACTION AND EFFECTS: Despite the use of thiocyanate in 
hypertension, little is known concerning its pharmacological ac- 
tions. Numerous clinical reports indicate that cyanate induces 
an appreciable fall in Mes prot in 40 to 70 per cent of 
hypertensive patients. But the mechanism is not known, al- 
though many bizarre hypotheses have been suggested. One 
gains the distinct impression from an analysis of available im- 
formation that the hypotension caused by thiocyanate is entirely 
nonspecific and perhaps related to some general toxic or adverse 
metabolic effect, possibly a mild histotoxic hypoxia caused by 
the cyanide released from thiocyanate. 


USES: The use of thiocyanate in the treatment of hypertension 
is a controversial subject. A number of published reports indi- 
cate that the drug has a definite place in the symptomatic man- 
agement of the patient with high blood pressure; other in- 
vestigators admit that the drug has a unique salutary action on 
hypertensive headache and other symptoms of the syndrome 
even when the blood pressure is not lowered. They emphasize, 
however, the fact that the drug does not prolong life, perma- 
nently reduce blood pressure, or alter the course of the disease; 
furthermore, the high incidence of toxic effects of the drug, 
even at accepted therapeutic levels, necessitates much caution 
in selecting it for a patient. 


PREPARATIONS: Potassium thiocyanate, N.F., is marketed in 
tablets and capsules of 0.1 to 0.2 Gm. Enteric-coated tablets 
are marketed, but a disadvantage is that they may not be ab- 
sorbed. Palatable solutions poy 4 made by giving peppermint 
water or simple elixir with the drug. 


DOSAGE AND ADMINISTRATION: No rigid schedule for 
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thiocyanate medication can be recommended because of the 
considerable variation in the blood levels attained in different 
individuals. This difference is due to variations in the rate of 
renal excretion. The only reliable guide for safe medication is 
periodic examination of the serum thiocyanate level. 

The initial dose of potassium thiocyanate is ordinarily 0.1 
to 0.2 Gm., two or three times daily. The total dosage for 
maintenance varies between 0.05 and 1.4 Gm. and is usually 
0.2 to 0.4 Gm. During the trial period of therapy, serum levels 
between 8 and 12 mg. per cent should be maintained. Once 
there has been a satisfactory therapeutic result for several 
months, an attempt should be made to see if the same degree 
of benefit can be obtained at a lower dose level, designed to 
give a serum thiocyanate concentration of 4 to 6 mg. per cent. 
If no improvement is observed after one month of therapy with 
the serum level of thiocyanate maintained between 8 and 12 mg. 
per cent, therapy should be discontinued. 


TOXICITY: A great variety of toxic effects may result from 
thiocyanate medication, and although most of these side re- 
actions are mild, some are serious and require immediate cessa- 
tion of therapy. Nearly all patients experience transient mild to 
moderate lassitude, weakness, fatigue, malaise, and drowsiness. 
Anorexia, nausea, diarrhea, dizziness, and headache are fairly 
frequent, and skin eruptions are not uncommon. 

An exfoliative dermatitis caused by the drug may prove fatal. 
Potassium thiocyanate may induce irritability, nervousness, in- 
somnia, confusion, blurred vision, tinnitus, and dysarthria. 
Other toxic effects include motor aphasia, unsteady gait, halluci- 
nations, psychosis, mania, delirium, and convulsive twitching. 


PRECAUTIONS: Most observers agree that there is a direct 
correlation between the incidence and severity of wntoward re 
actions and the serum concentration of the drug. When levels 
of the drug rise above 15 mg. per cent, serious intoxication 
and even death may occur. 
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INVERSINE 


ANTIHYPERTENSIVE AGENT 





DESCRIPTION: Inversine is another of the antihypertensive 
agents belonging to the group of ganglionic blocking agents 
which contains two quaternary ammonium compounds con- 
nected by a six-carbon chain. Inversine is also known as mecamy]- 
mine and is specifically a secondary amine or 3-methylamino- 
ISOC amphane 


ACTION AND EFFECTS: Inversine is capable of reducing the 
blood pressure in a great majority of cases of hypertension, in- 
cluding those with very severe benign hypertension and those 
in the malignant phase of the disease. Symptoms, including 
severe headache, are relieved; heart failure is controlled; and 
in addition, papilledema, retinal exudates, and hemorrhages, 
when present, can be greatly diminished or eliminated. The size 
of the heart is reduced and electrocardiographic changes are re- 
turned to normal by the drug. The hypotensive effects of In- 
versine are smooth and uniform throughout the day. 

USES: Used in the treatment of severe forms of benign hyper- 
tension, Inversine is also employed to treat the malignant phase 
of hypertension. 


PREPARATIONS: Inversine is available in tablets of 2.5, 5.0, 
ind 10 mg. 


DOSAGE AND ADMINISTRATION: Inversine may be ad- 
ministered initially in 2.5-mg. doses after the morning and eve- 
ning meals, the dose increasing after a few days to 5 mg., two 
or three times daily. The dose is increased by 2.5-mg. incre- 
ments until a satisfactory hypotensive effect is obtained or side 


actions develop which prohibit further increases. Freis and 
Wilson administered a mean daily dose of 30 mg. to patients 
with various grades of hypertension. The mean reduction in 
basal blood pressure was 23 per cent systolic and 19 " cent 
diastolic in the supine position, 30 per cent systolic and 23 per 
cent diastolic in the erect position. Reserpine may be adminis- 
tered in combination with Inversine; in such instances, 0.25 mg. 
of Reserpine is given in the morning and evening for several 
weeks. Its administration is finally limited to the evening. 


TOXICITY: Side effects of Inversine include constipation, ortho- 
static dizziness and syncope, dryness of the mouth and _ oc- 
casional glossitis, dilated pupils, blurred vision, decreased libido 
and potentia, and urinary retention, as well as anorexia, nausea, 
vomiting, weakness, fatigue, and sedation. Fever, excessive heat, 
vigorous exercise, and sodium depletion may be excessive re- 
ictions to Inversine. 


PRECAUTIONS: Because reactions to hypotensives usually oc- 
cur in the morning, the patient and nurse should recognize the 
importance of keeping the morning dosage relatively small. Or 
it may be omitted entirely and larger doses given after luncheon, 
dinner, and bedtime, as needed to obtain a smooth control of 
the blood pressure. As with the use of other ganglionic blocking 
agents, the blood pressure of patients receiving Inversine should 
be taken with the patient standing. If there is dizziness or faint- 
ness on standing for one full minute, the dose should be omitted. 
In hypertensive patients with severe coronary, cerebral, or renal 
insufficiency, Inversine should probably not be used or else 
used with caution to avoid sudden hypotensive effects. 





DIBENZYLINE 


ADRENERGIC BLOCKING AGENT 





DESCRIPTION: Dibenzyline is an adrenergic blocking agent 
which belongs chemically to the beta-haloalkylamines. 


ACTION AND EFFECTS: Dibenzyline, even though it is an 
adrenergic blocking agent, does not alter epinephrine, inhibit 
the release of sympathetic mediators, or significantly alter the 
responsiveness of sympathetic nerves to electrical or reflex 
excitation. By a process of exclusion it is concluded that Di- 
benzyline specifically blocks some step in the process of excita- 
tion by adrenergic agents that is not necessary for the stimu- 
lation of other Once a full blocking dose of 
Dibenzyline has produced its effect, the action is persistent and 
cannot be antagonized effectively by other agents. During the 
period at the beginning of the blockade, however, the effect can 
be antagonized effectively by epinephrine or other sympatho- 


substances. 


mimetic amines 

In normal and in hypertensive humans, Dibenzyline causes a 
considerable, yet variable, reduction in blood pressure. The drug 
ilso produces an orthostatic hypotension. 


USES: With minor exceptions, the therapeutic objective in the 
use of adrenergic blocking agetns is the inhibition of excitatory 
responses of smooth muscle structures to sympatho-adrenal ac- 
tivities, such as vasoconstriction and hypertension. 

Dibenzyline is effective in relieving vasospasm and reducing 
sensitivity to cold in Raynaud's disease. Oral Dibenzyline ap- 
pears to be most effective in prolonged therapy. The drug can 
also be used in a diagnostic test to determine the presence of 
adrenal medullary tumor, known as pheochromocytoma. Al- 
though Dibenzyline may lower the blood pressure somewhat in 
essential hypertension, the fall in cases of pheochromocytoma 
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is much more striking. 

In general, the results of treatment of essential hypertension 
with adrenergic blocking agents have been unpredictable and 
disappointing. When given in adequate doses, Dibenzyline ap- 
pears to produce a greater average reduction in pressure than 
any other adrenergic blocking agent; however, the results of 
chronic medication are less striking than the response to a single 
injection, probably due to compensatory mechanisms. 


PREPARATIONS: Dibenzyline, available for oral use in 10-mg. 


capsules, is not an official drug and is not described in the N.N.R. 


DOSAGE AND ADMINISTRATION: The oral dose of Di- 
benzyline required to produce an effective blockade usually 
varies between 20 and 200 mg. per day and must be adjusted 
to the needs of the individual patient; much higher doses have 
been administered in some cases. Intravenously it is usually ad- 
ministered in doses of 0.5 to 2.0 mg. per kilogram, diluted in 
250 or 500 ml. of 5 per cent glucose F the or in physiological 
saline. The infusion should be given at an even rate over a 
period of one hour. 


TOXICITY: Two major side effects of Dibenzyline are local tissue 
injury and central nervous system stimulation. The latter is 
exhibited in the form of restlessness, nausea, or specific loss of 
time perception. The most troublesome reactions to Dibenzyline 
are nasal congestion, compensatory tachycardia, and postural 
hypotension. Fatigue is frequently noted, also. 


PRECAUTIONS: When given intravenously, the injection of 
Dibenzyline must be well diluted and administered slowly. 
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and Allergies 


Many allergies occur in hospitals. Nurses and other personnel are subject to allergic 
hazards. What can be done to combat these anaphylactic reactions? In the third of a 
series of four articles, a noted allergist suggests some measures for reducing these hazards. 


6¢ ALL right,” you say, “so allergy 

is important, can be serious, af- 
fects many people, and may even in- 
volve me or my family. But are these 
situations of any particular interest to 
the nurse or the hospital?” The answer 
is, “Yes, very much so!” Let’s elaborate 
on this. 


Hospitalized Allergic Patients 


One of the most typical hospitalized 
allergic patients is the severe asthmatic 
who is unresponsive to home care and 
suffers from so-called intractable asth- 
ma. This patient has had the usual 
home medications, such as ephedrine, 
adrenalin injections, and perhaps in- 
travenous aminophylline — all without 
results. Since cortisone or cortisone- 
type products have been in use, fewer 
of these patients need go to the hospi- 
tal for care. Nevertheless, some physi- 
cians prefer to administer or at least 
begin such treatment under the con- 
trolled conditions available at the hos- 
pital. 

As a rule, such a patient has already 
been given a large amount of adrenalin 
without relief. The adrenalin, how- 
ever, almost certainly resulted in over- 
stimulation. The pulse is probably 
very rapid, and the patient is jittery 
from his illness and the medication. 
In such cases it may be necessary to 
cut down or discontinue altogether the 
use of adrenalin, ephedrine, or ami- 
nophylline. Most likely he will need 
sedatives, such as barbiturates. or 
chloral hydrate. We regard morphine 
and usually demerol as dangerous in 
asthma; such drugs may depress the 
respiration and prevent expectoration. 
There is perhaps no drug that can 


contribute more to a fatal outcome in 
asthma than morphine. 

lodides are usually necessary to 
liquefy the tenacious sputum. Such a 
patient is usually dehydrated and re- 
quires pushing of fluids and often in- 
travenous glucose. The diet should be 
liquid or semiliquid. As a rule, this 
patient requires quietness and reassur- 
ance and encouragement; to provide 
these features is the function of the 
understanding nurse. 

There are various lines of treatment 
that such a patient might receive in 
the hospital, but two especially deserve 
comment. Unless there are special 
contraindications to its use, cortisone 
(or its substitutes) or ACTH will be 
the usual major therapy. Cortisone and 
cortisone-type drugs (the so-called 
steroid hormones) are most effective if 
given in large doses at the beginning 
and then diminishing doses when relief 
is apparent. It should be remembered 
that these drugs do not offer rapid re- 
lief, and it may take a day or two to 
see the results. In the average acute 
attack of asthma these drugs should 
not be used, since relief may be better 
obtained by quick-acting drugs such as 
adrenalin, aminophylline, or ephedrine. 
The problem of salt and water reten- 
tion from cortisone has been solved by 
the newer substitutes such as prednis 
one, Medrol, and triamcinolone. In ex- 
pert hands the cortisone drugs are safe, 
especially for temporary use. The use 
of oxygen seems to be a habit in hos- 
pitals, but it can be flatly stated that 
the majority of patients with asthma 
do not require oxygen, and in some 
instances oxygen administration may 
actually do harm. 

Some patients are hospitalized for 
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in ordinary acute attack of asthma. It 
is my firm opinion that they do not 
belong in the hospital, that they can 
be treated as well at home or in the 
hospital Hospital 
beds should be put to more necessary 
use. In most chronic asthmatics, also, 
the necessary diagnostic studies can be 
carried out in the office, often with 
greater speed and directness than in 
the hospital. But there are times when 
repeated observation of the patient, 
more involved respiratory function stud- 
ies, repeated X-rays, blood chemistry 
studies, and other special features may 
make a hospital stay a highly advan- 
tageous Also, in some 
special cases, the hospital environment, 
the absence of a dog or cat, and the 
use of filtered air may offer some ad- 
vantage. 

Another type of allergy sufferer likely 
to be hospitalized is one having severe 
generalized urticaria and angioneurotic 
edema. These can be due to any num- 
ber of causes, some known and others 
unknown. Those that persist are often 
due to penicillin. Sometimes the cause 
is missed because such penicillin reac- 
tions begin about 10 days after the 
drug has been administered. And some- 
times the suffering is the result of a 
desire to do everything possible for 
the special patient, and sometimes the 
nurse is eh a special patient. In one 
such instance, a student nurse had a 
wart removed from the sole of her 
foot. The resident, desiring the nurse 
to have nothing but the most modern 
care, added a shot of penicillin as his 
contribution to the management. Be- 
ginning about 10 days later and for 
about a year thereafter the poor girl 
struggled with a disabling urticaria, 
angioneurotic edema, and _ stiff joints, 
receiving relief only when she took 
cortisone. : 


emergency room. 


procedure. 


Severe or generalized eczema and 
contact dermatitis are other types of 
cases likely to be brought to the hos- 
pital. The first is apt to be due to 
something of internal origin, such as a 
food allergy; the second is caused by 
an external substance, such as poison 
ivy or substances of occupational origin. 
In the moist or weeping stages both 
types require more or less continuous 
wet dressings. Both types may 
require cortisone products. 


also 


The severe types of drug reactions 
are apt to be hospitalized. In addition 
to the urticarial-type effects already de- 
scribed, such reactions may show them- 
selves in rashes of various types, severe 
blood disturbances, or liver damage. 
The collagen diseases, among which is 
included periarteritis nodosa, are now 
regarded * most authorities to be of 
an allergic basis. These are serious 
ailments, responding best to cortisone 
derivatives. 
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Hospital-Generated Allergies 


Many allergies are man-made, due 
primarily to drugs, which are admin- 
istered either by the physician or nurse. 
The most feared of such reactions is 
the immediate or anaphylactic reac- 
tion, usually after some kind of an 
injection. Such reactions may consist 
of hives, asthma, a feeling of faintness, 
or may be more severe, resulting in 
shock and death in a matter of min- 
utes. A variety of hospital procedures 
may constitute a cause. The roentgen- 
ologist giving intravenous injections of 
contrast media for pyelograms faces 
such a problem. There is nothing much 
he can do about preventing these reac- 
tions, other than the precaution of in- 
jecting first a small quantity. Many 
types of injections can produce these 
immediate reactions, but the most 
serious results are likely to follow in- 
jections of horse serum (tetanus anti- 
toxin, etc.) and penicillin. 

This type of penicillin reaction is 
more likely to occur in allergic persons 
(those having hay fever, asthma, etc.) 
who have had penicillin previously. 
Some people are so sensitive to peni- 
cillin that they may even get serious 
effects from an injection of any drug 
with a syringe which had been used 
previously for penicillin. A hospital 
patient who had had several severe 
reactions from penicillin died in two 
minutes from an anaphylactic shock 
after a hypo of a sedative. Investiga- 
tion uncovered the fact that the syringe 
had been used immediately before that 
for a penicillin injection for someone 
else. The washing and boiling of the 
syringe does not remove all the antigen. 

Oral penicillin can produce similar 
effects. Skin tests almost always show 
up this type of allergy to penicillin. 
Even the skin test can produce a con- 
stitutional reaction unless it is begun 
with very dilute solutions. A person 
with an immediate positive test should 
not get pencillin under any circum- 
stances. Skin tests with penicillin 
should be done more frequently. In 
fact, the author believes that a skin 
test should be done on every patient 
who is to receive a penicillin injection. 
It should be noted that the skin test 
is of no value in forecasting the occur- 
rence of the delayed penicillin reac- 
tion, the type that comes on several 
days after the administration of the 
drug. 

What can you do for these terrible 
anaphylactic reactions? Well, almost 
every hospital has emergency trays for 
such occasions. But what these trays 
contain is important. For instance, one 
hospital emergency kit contained an 
injectable antihistamine, ACTH, and an 
ampule of a solution of a calcium 
preparation. An antihistamine can only 
prevent some of the further results of 


the continuing allergic reaction, but it 
does not remedy the immediate shock 
or spasm of the bronchial tubes. ACTH 
takes at least several hours to work. 
A calcium preparation would be per- 
fectly futile. Only adrenalin should be 
the first treatment in such an emer- 
gency, and only this drug can possibly 
correct the damage already done. 
Adrenalin 1:1,000, in % cc. doses, can 
be repeated after five minutes. If 
marked asthma is present, aminophy]l- 
line intravenously may be of additional 
help after adrenalin is administered. An 
injectable antihistamine can be the 
third step in the treatment. In some 
instances, of course, oxygen adminis- 
tration or artificial respiration may be 
required. 

A variety of hospital-generated al- 
lergies occur from drugs taken orally. 
These effects vary from rashes and 
hives to asthma and the more serious 
blood and other visceral disturbances. 
Barbiturate rashes are fairly common 
in the hospital. One type called fixed 
drug eruption is an inflammation of the 
skin that recurs in the same area every 
time the drug is taken. Aspirin-sensi- 
tive people are not rare in the hospital; 
aspirin usually produces either hives 
or very severe asthma. The type of 
intractable asthmatic thar de- 
scribed is the very type likely to be 
allergic to aspirin. Aspirin asthma is 
one of the most severe acute asthmas 
known and can be fatal. 

It is always wise to ask an allergic 
patient if he is allergic to aspirin be- 
fore administering the drug. And re- 
member that there are many forms of 
medication in which aspirin is an in- 
gredient (for example, Emperin, A.P.C. 
tablet, Alka-Seltzer, Bufferin). Other 
analgesic drugs, such as quinine and 
phenacetin, may produce similar ef- 
fects. The sulfonamides can produce 
hives and also blood disturbances, as 
well as such serious diseases as periar- 
teritis nodosa. Antiarthritic drugs and 
many other drugs used in the hospital 
can be responsible for allergies. 

Before applying certain materials to 
the skin it is always well to find out 
if the patient is allergic to them. Many 
a surgeon has been chagrined to find 
an acute inflammation of the operative 
area from the mercurial compound used 
as an antiseptic. This reaction usually 
appears a day or two after surgery. 
Allergy to iodine is less common. Peni- 
cillin and streptomycin, used topically, 
fairly frequently produce a dermatitis, 
and some people are acutely allergic 
to adhesive tape. In some of the mod- 
ern materials used for casts the resin 
has been known to produce dermatitis. 
Certain plants, particularly the prim- 
rose, are likely to produce contact 
dermatitis also. The primrose has such 
a bad reputation that some hospitals 
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won't allow it to be brought in. 

Transfusions can also produce al- 
lergic reactions, usually due either to 
the reaction of the allergic donor's 
blood with something that the recipient 
has eaten, or to the reaction between 
the allergic recipient and something 
in the donor’s blood. 


Allergic Hazards to Nurses 


In hospitals or out, the nurse, doctor, 
and other medical personnel are sub- 
ject to special allergic hazards. Several 
examples can be enumerated here. 
Those who administer penicillin or 
streptomycin not infrequently develop 
a contact dermatitis to these drugs. 
This may occur only on the hands, but 
may also involve the face or other 
parts of the body. Penicillin used as 
aerosols may involve the skin of people 
who are in the vicinity. Such sprays 
may also be responsible for attacks of 
asthma in hospital attendants. One doc- 
tor was so allergic to penicillin that he 
had an attack of asthma every time he 
entered his hospital, where they used 
penicillin spray. The head nurse of a 
tuberculosis sanitarium had to change 
hospitals because she had a stubborn 
dermatitis from the streptomycin aero- 
sols used at her sanitarium. 

Contact dermatitis from novocaine 
and other cocaine derivatives occurs 
among nurses and doctors. The solu- 
tion may be the use of a different local 
anesthetic or the use of rubber gloves. 
A rhinologist was so allergic to novo- 
caine that even the trace amounts on 
washed and sterilized gloves gave him 
trouble. He had to insist on using 
brand new gloves every time he oper- 
ated. Ephedrine solutions used for 
sprays, mercurial ointments, prepara- 
tion of sulfonamides, and modern cast 
materials are among some of the prod- 
ucts that can produce contact derma- 
titis in the nurse. The inflamed, raw, 
beefy hands and arms of an orthopedist 
were traced to an allergy caused by the 
resin that was the basis of the new 
lightweight cast. Not till he cleaned 
his office and destroyed most of his tools 
did his allergy disappear. 

If the nurse works in the pharmacy 
she is subject to a number of allergy 
sources affecting the pharmacist. These 
vary from rhinitis or asthma produced 
by some of the dust of powders or 
pills to contact dermatitis. Certain 
drugs of vegetable origin, such as 
papain, taka-diastase and ipecac are 
likely to produce respiratory symptoms. 
Sulfonamides, penicillin, and a few 
others are more apt to be responsible 
for allergic dermatitis. 


Special Nursing Problems 


There are special phases of allergy 
of interest to a good many nurses. One 
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problem has to do with diet. Carrying 
out dietary regulations for some aller- 
gic patients is a problem which many 
nurses have had to face, even though 
it is primarily the function of the die- 
titian. In office nursing it is common 
practice for the nurse to become the 
one to acquire the skill of performing 
scratch tests or intradermal tests on the 
patients of the pediatrician, internist, 
and general practitioner. She may even 
be the one who gives the desensitizing 
injections. 

The nurse who can develop these 


skills may also have a little background 
in laboratory work. She may have suf- 
ficient general knowledge and be pli- 
able enough to learn new things. If 
so, she might learn to prepare pollen 
extracts, mold extracts, and similar an- 
tigens in the laboratory. If she can 
develop these skills she is on the way 
to becoming a specialized assistant who 
can work in a field which has virtually 
new interests daily. It is a rewarding 
specialty for an energetic and ambitious 
nurse who is looking for something 
different from the usual. 








Guides for Public Health 


(continued from page 9) 


The professional relationship between 
the nurse and the patient serves as a 
protection for both. Professional sup- 
port can be given in a sincere, friendly 
manner without undue familiarity. 

15. Nursing care should center on the 
patient as a person in a family constel- 
lation. 

Symptoms are meaningful only as 
they serve to explain the patient as a 
person. Nurses help patients only when 
they see problems in relation to human 
persons. Individuals and their families 
vary greatly in the confidence they show 
in themselves and their environment. 
For instance, some first mothers will 
return from the hospital confident of 
their abilities to care for their new 
babies because of previous experiences 
with children, while others having the 
same experience will become p Tw 
panic-stricken in their first attempts to 
give care to their children. 

16. Optimum patient care can be given 
only on the basis of a planned approach 
to the patient’s problem. 

In each community there should be 
a co-ordinated, planned program for 
such care. The planned care for the pa- 
tient must be accomplished with the aid 
of other professional personnel inter- 
ested in the patient. The plan must in- 
clude the attitudes that are used with 
the patient; it should also provide for 
physical care and meeting other neces- 
sities. 

On the basis of this planned program 
and these facilities, the nurse assists the 
patient in planning his care. A patient 
released from psychiatric care, but who 
is still under medication, may need the 
nurse’s assistance in obtaining the 
needed drugs. He will also need her to 
check the effects of the medication. 

17. The nurse should understand the 
status and roles of family members in 
the home and in the community. 

Each status position has one or more 
role: which the person must perform 
to maintain his status. Role behavior is 


socially determined, and failure in this 
behavior can have a profound effect 
on the person. Roles help in determin- 
ing what we expect of others and what 
others can expect of us. In rearing 
children, older family members help 
the younger ones learn the roles they 
are expected to play outside the family 
group. When illness disturbs family re- 
lationships, the effect is felt in both the 
family and the community. 


Conclusion 


These psychiatric nursing principles 
must become skills and attitudes ap- 
plied in all nurse-patient relationships. 
Nurses who have not had preparation 
in psychiatric nursing should avail them- 
selves of university courses which in- 
clude both classroom and clinical ex- 
perience under competent academic 
leadership. 
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The Patient on Crutches 


continued from page 26) 


and the front one, if not cut off, will 
rattle against the cast. This can be 
especially annoying when there is a lull 
in conversation and one moves a little 
bit. 

A straight chair with a bath mat over 
the top or a clothes hamper placed 
flush or near a washbowl] in the bath- 
room helps the patient to bathe un- 
aided. Bathing is slow and not neces- 
sarily. very refreshing by this method, 
but at least the patient can be inde- 
pendent. 

Foam rubber seats and backs on 
chairs are tremendous helps to weary, 
worn buttocks and back. A leaden-like 
unbendable leg also needs a firm, yet 
soft, rest which is tall enough to be 
placed so the leg is even with or slight- 
ly lower than the hip. 

Another problem the patient on 
crutches must face is the attitude of 
others. To be left out and made con- 
spicuous by oversolicitude is as hard 
to bear as thoughtlessness. The realistic 
acceptance by others of the patient's 
problems is very much appreciated by 
the patient. 

One always needs to be cognizant of 
the fact that speed is out for a while, 
and stairs, while navigable, are far 
from easy to handle, especially going 
up. It helps one’s sense of security im- 
measurably to have someone go down- 
stairs in front of him and upstairs be- 
hind him as he uses one crutch and a 
handrail. By some magic, balance is 
acquired without using human sup- 
port for more than moral assistance. 

Among the many other little things 
that one learns is that nylon gloves slip, 
and airplane stair handrails late at 
night and early in the morning in cer- 
tain parts of the country have dew on 
them and are slick and slippery. A 
handkerchief, not a tissue, held in the 
palm of the hand that will wipe the 
handrail as one ascends or descends is 
satisfactory and easily used. 

Remember one tires more readily 
when using crutches, and almost every- 
one is short in patience and a little ir- 
ritable when tired. Nothing is more 
helpful than a sense of humor and 
thoughtful friends. The latter are very 
deeply appreciated, and for their in- 
numerable small acts of kindness there 
is no adequate form of thanks. One is 
also extremely aware of how fortunate 
he is when the handicap is such a very 
short-term one. But fruitful consider- 
ation of the items mentioned here, 
noted and observed, would help to 
make the days easier and more ple asant 
for one with a long-term or permanent 
disability. 
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favorably with those in the area. School accredit- 
ed by N.L.N. Maintenance may be had at reason- 
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education. B.S. acceptable if accompanied by 
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policies, and working conditions. Furnished 
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11, Minn. 
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pleted fall 1958. Applicant should have a B.S. 
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INSTRUCTOR, EVENING NURSING SERVICE 
SUPERVISOR: Good personnel policies in 
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with them. Counselors to both professional and practical nurs 
ing students will find this book particularly valuable. The style 
of writing is fluent and easy to read, the text free from statis- 
tics. Typical coverage includes: nature of personnel work; selec 
tion of nurse students; factors in residence living; legal services 


uses of evaluation brainstorming’; et 





By Rutu V. JouNstTon, Ph.D., Associate Professor, School of Nursing 
of Minnesota, Minneapolis. 137 pages. $2.75 New! 
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|] A full, rich clinieal picture of obstetrics emphasizing 
the vital role of the nurse, With a new spirit and modern out 
look, this classic volume stresses the normal and deemphasizes 
the pathologic aspects of pregnancy. Modern concepts, practices 
md techniques are fully described with the help of clear, 
graphic writing and outstanding illustrations. The authors stress 
the role of the modern nurse as a teacher, friend and counselor 
io the prospective mother. Every detail of nursing care for the 
mother and baby is clearly explained. Discussions range from 
the first visit to the doctor's office or clinic—through pregnancy 
labor, delivery and the puerperium—to care of the newborn 
Deliveries at home are fully discussed 


By M. Epwarp Davis, M.D., Joseph Bolivar DeLee Professor and Chair- 
man, Department of Obstetrics and Gynecology, University of Chicago; 
Obstetrician in Chief, Chicago Lying-in Hospital and Dispensary; and 
CATHERINE E. SHECKLER, R.N., M.A., Associate Director, Nursing Serv- 
ice, Michael Reese Hospital, Chicago; Director, American Committee on 
Maternal Welfare. 625 pages, with 397 illustrations, 87 in color. $6.00 

Sixteenth Edition! 


} Please sence 


Name 


Address 


West Washington Square 
Philadelphia 5 
me the following books ie Remittance Enclosed [7] C.O.D 
[-] Johnston’s Personnel Program Guide, $2.75. [7] Stafford & Diller’s Surgical Nursing, $5.00. 


[] Davis & Sheckler—DeLee’s Obstetrics, $6.00. ‘a Bower, Pilant & Craft’s Communicable Diseases, $7.50 


Check these SAUNDERS BOOKS 
or your pr ae library é 
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["] A vivid picture of up-to-date surgery and patient-cen- 
tered nursing care, In a concise and easy-to-read style the 
authors clearly set forth the general principles of surgery—de 


tailing nurse-patient relationships, nursing responsibilities, pi 


tient teaching and rehabilitation. Each of the various types of 
surgery 1s considered with continuous stress on the art of nurs 
ing. You will welcome the new chapters Preparing the Patient 
for Operation; Nursing in Pediatric Surgery; and Nursing the 
Geriatric Surgical Patient. Many new discussions give you per 
tinent data on such topics as: recovery room, cardiac arrest 
hemorrhage, shock, thoracic and eye surgery, carcinoma of the 
breast, nursing care in brain tumors, radiation therapy, cysts, et 


By Epwarp S. Starrorp, B.A., M.D., F.A.C.S., Associate Professor of 
Surgery, The Johns Hopkins University; Surgeon, The Johns Hopkins 
Hospital; Lecturer in General Surgery, The Johns Hopkins School of 
Nursing; Chief of the Surgical Service, Union Memorial Hospital; and 
Doris Divver, B.A., M.A., R.N., Associate Professor of Nursing, Skid 
more College. 469 pages, with 174 illustrations. $5.00. New (8rd) Editior 


Eighth Edition / 


[|] Fully describes infectious disease from etiology through 
nursing care, One of the handiest references you can own, this 
practical volume define terms, carefully delineates medical 
aseptic technique, and details public health control of com 
municable disease. Diseases are uniquely arranged on the basis 
of their origin. For each, the authors clearly point out pathology 
incubation period, symptoms, diagnosis, treatment, etc. Full 
instructions for nursing care include detailed general manage 
ment, personal hygiene, diet, temperature and convalescence 
You will find up-to-date coverage of: cat seratch fever, the 
coxsackie viruses, pinworms, encephalitis, pulmonary tubercu 
losis, medications in poliomyelitis, pedunculosis, et 


By ALBERT G. Bower, A.B., M.S., M.D., F.A.C.P., Chief Physician, Com- 
municable Diseases Hospital, Los Angeles County General; Emeritus 
Clinical Professor of Medicine, College of Medical Evangelists and also 
of the University of Southern California School of Medicine; Consultant 
to 9 Hospitals; the late Epirn B. PiLant, R.N.; and Nina B. Crart, 
R.N., B.S., M.S., Director of Nursing Services and Education, Los 
Angeles County General Hospital. 704 pages, illustrated. $7.50 
Eighth Edition! 
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